Medica 


ociety 


JULY 
1956 


| 
YN 


LIBRARY 
VOL LVI MEDICAL Ub 
16 1958 NO Vil KANSAS 


he 
\ 

J 
é 

{ 
f{ 


the logical drug’ 


to use first! 


for petit mal epilepsy 


MILONTIN 


(phensuximide, Parke-Davis) 


KAPSEALS* and SUSPENSION 


, five years of study confirm’ 
d - effective in the petit mal triad 

- one of the least toxic of all anti-epileptic drugs 
- well tolerated 


In patients with mixed grand mal—petit mal epilepsy, 
drug compatibility permits use of MILONTIN 

with Dilantin® Sodium (diphenylhydantoin sodium, Parke-Davis) 
or with Dilantin Sodium with Phenobarbital. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000; also available 
as MILONTIN Suspension (250 mg. per 4 cc.) in 16-ounce bottles. 


Detailed information upon request, or from your Parke-Davis representative. 


— 


1. Davidson, D. T., Jr.; Lombroso, C., & Markham, C. H.: New England J. Med. 253:178, 1955. 
2. Zimmerman, FE T.: New York J. Med. 55:2338, 1955. 
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degree of failur 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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BUTAZOLIDIN 


(phenylbutazone GEIGy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 


over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the.most effective 


anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


Gey GEIGY PHARMACEUTICALS, Division of Geigy Chemicai Corporation, New York 13, N.Y. 
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AVAILABLE.... 
a new unique antibiotie 


PROVED EFFECTIVE 

AGAINST SPECIFIC 

ORGANISMS (staphylococei and proteus) 
RESISTANT TO ALL OTHER 


ANTIMICROBIAL AGENTS 
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to overcome specific 


infections that do 
not respond to any 
other 


‘,2,2 


antibiotics.... 


| 
4 


JULY, 1956 


Baigent resistant pathogens are the tough survivors of 
a dozen widely used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris produce infections which have been re- 
sistant to ail clinically useful antibiotics. 

To augment your armamentarium against these resistant 
infections, ‘CatHomycin’ (Novobiocin, Merck), derived 
from an organism recently discovered and isolated in the 
Merck Sharp & Dohme Research Laboratories, is now 
available. 

SPECTRUM —‘Catuomycin’ !+2:35.6 has also been shown 
to be active against other organisms including—D. pneu- 
moniae, N. intracellularis, 8. pyogenes, 8. viridans and H. 
pertussis, but clinical evidence must be further evaluated 
before ‘CatHomycin’ can be recommended for these patho- 
gens. 

ACTION—‘CatHomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.” 

TOLERANCE—‘Catuomycin’ is generally well tolerated by 
patients, 568.910, 11 


CATHOMYCIN 


REFERENCES: 


(Crystalline Sodium Novobiocin, Merck) 


ABSORPTION—‘Catuomycin’ is readily absorbed and 
oral dosage produces significant blood and tissue levels 
which persist for at least 12 hours.’ 

INDICATIONS: Clinically “CarHomycin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Staphy- 
lococeus and infections caused by susceptible strains of 
Proteus 11, 12, 13,14 Also, it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate post-operative courses. 
SUPPLIED: ‘CatHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
“CATHOMYCIN’ is @ trademark of Merck & Co., Inc. 
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faster relief of pain, 
photophobia 


better control of inflammation, ea 
edema, allergy 


effective against common eye 
pathogens 


extremely well tolerated 


for inflammatory, allergic, infectious or traumatic 
eye conditions amenable to topical therapy—rapid, 
potent, topical Meti-steroid and anti-infective action 


supplied: METIMyD Ophthalmic Suspension-Sterile: prednisolone acetate 
(METICORTELONE Acetate) 5 mg. per cc. (0.5%) suspended in an isotonic 
buffered and preserved solution of sulfacetamide sodium 100 mg. per cc. 
(10%), 5 cc. dropper bottle. METIMYD Ointment with Neomycin: each gram 
contains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mg. 
sulfacetamide sodium and 2.5 mg. neomycin sulfate (equivalent to 1.75 mg. 
neomycin base); % oz. tube, boxes of 1 and 12. 
MeEtTImMyp,* brand of prednisolone acetate and sulfacetamide sodium. 


METICORTELONE,® brand of prednisolone. 
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Ointment with Neomycin 


(prednisolone acetate and sulfacetamide sod 


antibacterial antiallergic anti-inflammatory 
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POLYMYXIN B—BACITRACIN OINTMENT ine 


For topical use: in % oz. and 1 oz. tubes. 
For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CoO. (U.S.A.) INC., Tuckahoe, N. ve 
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BETTER 


results are obtained 

with STERANE'—8 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 
complete and maintained for 

longer periods with relatively 
small doses.” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 


in bronchial asthma 


brand of prednisolone 


Supplied : White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas, Pfizer & Co., Inc. 
Brooklyn 6, New York 
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a pause for reflection... Operation finished. You sit back and 
relax. Biockain* anesthesia lasted long enough with one small injection so that you 
were easily able to proceed from incision to closure without pause for reinjection. 
Longer anesthetic duration ... You did that accurate reapproximation of skin 
edges without distortion from freshly introduced anesthetic. And more, Blockain 
persisted post op.—you had no complaints of uncomfortable splints, dressings or 
tender tissues. Rapid onset, too... You recall that the pre-incision wait was 
avoided. A case to remember: A 78-year-old patient, arteriosclerotic, poor liver 
function with a transcervical fracture of left femur, underwent a one-hour-and-20- 
minute operation, involving internal fixation of the fracture and the placement of a 
Smith-Petersen nail, with one injection of Blockain. Effect of anesthetic: “excel- 
lent.” Onset of anesthesia: “rapid.” Only 60 cc. of Blockain was used. A whiff of 
nitrous oxide was given at the time of actual hammering, to spare the patient emo- 
tional trauma. There were no side effects. BLOCKAIN, 30 cc., 0.5% (5 mg./cc.). 
Write GEORGE A. Breon & Co., 1450 Broadway, N. Y. 18 for additional information. 


* srockain® BRANO OF PROPOXYCAINE MYDROCHLORIDE BREON, 


2+PROPOKY ULRIVATIVE OF 2-DIETHYLAMINOETHYL 4-AMINOBENZOATE. 
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the point is this... 


HydroCortone -T.B.A. 

produces superior results — greater 
symptomatic relief and longer-lasting 

remissions —in both rheumatoid 


arthritis and osteoarthritis. 


—25 mG./cc., VIALS OF 5 CC. 


SUPPLIED: SALINE SUSPENSION HYOROCORTONE.T. 
References: 1. Hollander, J. t., Ann. New York Acad. Sc. 61;511, May 27, 1955. a e 
: . Philadelphia 1, Pa. 
Hollander, J. L, ef al. :476, 
Division oF Merck & Co., INc. 
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When simple insomnia is the presenting complaint, a bedtime dose of ‘Seconal 
Sodium’ is often indicated. Its effect is prompt—within fifteen to thirty 
minutes; relaxation and sleep follow quickly. Your patient awakens refreshed 


and well rested. 


Available in 1/2, 3/4, and 1 1/2-grain pulvules at pharmacies everywhere. 


EC du ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 


f 
| fastest and shortest-acting oral barbiturate 
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The secret sleep in a capsule 
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Rehabilitation 


Restoration of Function after Fractures Is an Important and 
Sometimes Neglected Feature of Their Treatment 


CHARLES R. ROMBOLD, M.D., Wichita 


The patient with a fracture which has a good end 
result obviously needs no rehabilitation. However, 
the patient with a fracture result which is less than 
perfect either should have, maybe should have, may- 
be should not have, or should not have rehabilitation. 
It is in the middle area of maybe, where all is neither 
white nor black but where there exists a middle band 
of grey, that judgment and experience must be exer- 
cised to a high degree. Shakespeare’s Hamlet stated 
the case succinctly when he analyzed his own dilemma 
in these words: 

“To be, or not to be, that is the question ; 

Whether it is nobler in the mind to suffer 

The slings and arrows of outrageous fortune, 

Or to take arms against a sea of troubles, 

And by opposing end them?” 

The physician faced with a poor fracture result has 
as unpleasant a dilemma from which he must extri- 
cate himself as had young Hamlet of Shakespeare's 
play. A conscience is necessary sometimes to have the 
courage to ‘suffer the slings and arrows of outrageous 
fortune,” and experience is required to know when 
one can with confidence ‘‘take arms against a sea of 
troubles.”” The decision must result from the physi- 
cian’s knowledge of the capacity of a body to rise 
above its difficulties, also from his experience in the 
evaluation of end results, and from his appraisal of 
the cost of rehabilitation in terms of dollars, pain, 
and morale. 

An exact formula cannot be concocted which would 
resolve all fractures with just so many degrees of 
angulation to surgical correction or all cases of non- 
union to grafting, or painful joints to fusion. Ob- 
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viously a crooked painless leg would be of less mo- 
ment to the farmer than to the debutante; on the 
other hand, a painful result in the wrist of a society 
matron would be of less moment than it would be 
to a mechanic. The decision of the rehabilitation of 


The material presented in this paper 
is Part I of a four-part series to be pub- 
lished in the Journal. Part II will appear 
in August, Part III in September, and 
the concluding installment in October. 


a poor fracture result must rest on a knowledge of 
what procedures are available to improve it and if 
that improvement is a good investment of time, 
money, and pain for the patient. 

To summarize, the various factors requiring evalu- 
ation in each case presenting less than a perfect frac- 
ture result are: 

1. Is the disability either in function or appearance 
great enough now or is there a probability that it 
will be in the future great enough to warrant efforts 
to diminish it? 

2. What rehabilitation measures are available which 
can be expected to improve the result ? 

3. Is the cost in time, dollars, and pain commen- 
surate with expected improvement ? 

Now what complications may present themselves 
in the course of the treatment of a fracture or sub- 
sequent to its treatment which require a physician to 
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make such a decision as to the advisability of insti- 
tuting rehabilitation measures ? 
The principal complications which may occur to 
prevent a perfect result in a fracture case are: 
1. Post-traumatic dystrophy. 
2. Delayed union. 
3. Nonunion. 
4. Malunion: Shortening, Angulation, Cross Un- 
ion. 
5. Aseptic necrosis. 
6. Miscellaneous. 
A. Limited joint motion. 
1. Adhesions within the joint capsule. 
2. Adhesions between the synovia-capsule 
structures and the articular surfaces. 
3. Contractures of muscles immobilized in 
an unphysiological position. 
4. Incarceration of muscles in the healing 
process at the fracture site. 
B. Nerve Damage. 
1. Direct result of fracture. 
As musculo-spiral in humerus. 
As paraplegia. 
. Indirect result of fracture. 
As cast pressure—lateral peroneal. 
Tourniquet paralysis. 
Injury in the course of open reduction. 
3. Late, as median neuritis in Colles’ fracture. 
C. Ischemic Contractures. 
1. Volkmann’s. 


2. Ischemia resulting from Bryant's traction. 


D. Osteomyelitis. 
1. Compound fractures. 
2. Secondary to open reduction, etc. 


E. Decubiti. 
F. Psychic. 
1. As fear, pride, inadequacy, despondency, 
etc. 


2. As compensationitis. 
POST-TRAUMATIC DYSTROPHY 


Exacerbation of pain in an extremity four to ten 
days after its fracture should awaken your immediate 
and continued special attention. Like the alarm clock 
demanding your recognition in the morning, so 
should this type of pain demand your observant care. 
Pain recrudescence in a fractured extremity, particu- 
larly if the fracture is a Colles’ or of the os calcis, 
four to ten days after the accident is pathological. 
After four to ten days, when symptoms should be 
subsiding in an extremity fracture, there may be a 
rapid onset of pain, usually severe, particularly in 
the metacarpal or metatarsal and phalangeal areas. 
It is described as a severe, constant ache; sharp with 
any attempted movement; unrelated to position; fre- 
quent burning; causing insomnia; usually requiring 
analgesics, often codein or morphine. 


On examination there is a palpable temperature 
aberration when compared to the opposite extremity 
—either warmer or colder; the digits usually are 
swollen; there may be duskiness of the fingers or 
toes; and they are definitely tender when palpated 
and painful with either active or passive movement. 
The patient may become apprehensive and guard his 
extremity with anxiety lest some one move it or 
brush against it. 

These findings are indicative of a post-traumatic 
dystrophy and require that you heed the alarm lest 
you precipitate your patient into a serious, long con- 
valescence and develop a monstrous headache for 
yourself. 

Post-traumatic dystrophy should be recognized 
early, the earlier the better, because results of proper 
treatment are dramatic and because failure to treat 
properly is catastrophic. Prompt treatment will give 
prompt relief; and prompt treatment will prevent a 
painful, disabling, three-year convalescence with al- 
most certainly some permanent residual disability. 
Loosening the cast, anti-arthritic medication, physical 
therapy, etc., are ineffective in giving relief in the 
acute stage, in shortening convalescence, or in dimin- 
ishing residual disability. 

The only effective treatment for post-traumatic 
dystrophy is the injection of novocaine into the sym- 
pathetic plexus supplying the extremity involved. 
Prompt injections should be repeated as often as the 
symptoms recur, and even a surgical sympathetic 
plexus resection should be considered. Occasionally 
one injection is sufficient, but usually multiple ones 
are required at increasing intervals. 


DELAYED UNION 


Delayed union is an unusual retardation in the 
healing process of a fracture beyond that period when 
it normally would be considered united. Delayed 
union has a peculiar affinity for specific fracture sites 
in certain bones—such as the junction of the lower 
and middle thirds of the tibia, mid shaft of the 
humerus, the femoral shaft, and the carpal scaphoid. 
On the other hand, fractures through the neck of 
the humerus, distal metaphysis of the radius, the 
ilium, etc., heal rapidly, solidly, and almost invari- 
ably on schedule. 

It appears sometimes, to the more pessimistic frac- 
ture men, that some bones almost refuse to heal even 
with the best of treatment, while other bones heal in 
spite of poor or no treatment. Delayed union may 
completely disorganize not only the plans made by 
the patient for the future but also the prognostications 
of the physician. It is indeed a wise physician who, 
in the treatment of any fracture, particularly those 
susceptible to nonunion, gives an indefinite date when 
union will occur. 

Delayed union must be differentiated, if possible, 
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from nonunion, though naturally in the course of a 
nonunion delayed union is the first stage. One may 
conclude he is dealing with a delayed union and one 
which has not yet demonstrated the necessity of sur- 
gical intervention, if in a fracture there is clinical 
or x-ray evidence of inadequate union after the time 
has elapsed when healing normally should have been 
expected and there exists in the x-ray: 

1. No eburnation of the adjacent fracture sur- 

faces. 

. No apparent defect in the bridging callus. 
. No tapering of the fracture ends. 
. No progressive widening of the fracture line. 

5. No plugging of the medullary canal. 

Delayed union may be caused by: 

1. Your guess is as good as mine. 

2. Distraction after reduction. 

(Heavy leg cast with knee extended) 

. Inadequate immobilization. 
. Interposition of soft tissue. 
. Inadequate reduction. 
. Infection. 
. Vascular impairment. 
. Pathological status. 

9. Metabolic disturbance. 

Delayed union is a result of a slowing or cessation 
of the normal progression of callus formation about 
the fracture site. Roughly the stages of fracture heal- 
ing are hemorrhage, fibroplasia, calcification, and 
osteogenesis. The crux of the solution of a delayed 
union then is to accelerate or initiate the healing pro- 
cess at whatever stage it has slowed or ceased so that 
it will complete its healing cycle. 

New hemorrhage about the fracture site and hyper- 
emia of the adjacent contiguous tissues might, by re- 
producing the early stage of a fracture, stimulate a 
lagging healing process. Hemorrhage and hyperemia 
could follow a rough manipulation, weight bearing, 
drilling, etc. Occasionally a slow union may be ac- 
celerated by a manipulation followed by rigid im- 
mobilization. This procedure requires courage and is 
occasionally more harmful than helpful. On the other 
hand, the application of rigid immobilization, fol- 
lowed industriously and assiduously by function, more 
safely achieves the same end of causing increased 
hemorrhage at the site of fracture. Protected weight 
bearing has the additional advantages of causing hy- 
peremia in the adjacent tissues and of stimulating by 
function all of the cells of the part, including the 
osteoblasts. 

In a delayed union of a fracture of the leg, a close 
fitting, unpadded walking cast is excellent therapy 
as it not only results in new hemorrhage and hyper- 
emia of the part but also maintains the fragments 
impacted. Similarly function frequently can be insti- 
tuted with resultant activation of the healing process 
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in fractures of the upper extremity by the application 
of an unpadded, close fitting plastic cast. 

Drilling across the fracture line will produce new 
hemorrhage, new channels for vascularization, and 
some bone fragments. It may be an operative pro- 
cedure of some value in the occasional case of non- 
union. However, if any operative procedure is insti- 
tuted to stimulate a delayed union, that procedure 
should be the one most likely to succeed which is, 
of course, bone grafting. Surgery should be reserved 
for the definite case of nonunion and rarely is indi- 
cated in delayed union. Conservative measures should 
be continued until all possibility of success is ex- 
hausted, and frequently the physician will be pleas- 
antly surprised by the efficacy of patience. 

There are other means of producing hyperemia 
about the fracture such as diathermy, circulatory ex- 
ercises, vasodilator medication, pressure cuff tech- 
niques, etc., which are probably beneficial. However, 
function with protective rigid immobilization is the 
most effective means of accelerating or initiating the 
lagging fracture healing cycle. 

The administration of calcium, phosphorus, vita- 
mins, and a diet of spinach, milk, et al. is an ex- 
cellent placebo to occupy the mind, time, and intestinal 
tract of the slow healer. So far as accelerating the 
healing of a delayed union is concerned, it is useless 
except in cachectic states. The diet and medication 
approach to a delayed union problem is wishful 
thinking and without demonstrable value. Of course 
there may be some incidental general, non-specific 
value of a well rounded diet, and certainly the pa- 
tient’s physician cannot be criticized for having ne- 
glected his patient if chalk and spinach are admin- 
istered in large quantities. The average patient is so 
imbued with the necessity of taking calcium and 
vitamins that their administration should be con- 
sidered as practicing the art rather than the science 
of medicine. Certainly chalk and spinach will do him 
no harm at any rate and will satisfy his craving to 
be doing something specific for his condition. 

How long should a physician persevere in the 
treatment of a delayed union before he concedes the 
condition to be that of a nonunion? There is no spe- 
cific time limit, and I have not infrequently seen a 
delayed union finally heal solidly when two or three 
years have elapsed after treatment was terminated. 


NONUNION 


It should be accepted that the number of months 
which have elapsed following a fracture is not the 
criterion of the diagnosis of nonunion. There are cer- 
tain specific x-ray findings which designate a fracture 
to be a nonunion, and when these are recognized a 
more certain approach to the diagnosis may be estab- 
lished. Specific x-ray findings which designate a non- 
union in the shaft of a long bone are, again: 
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. Eburnation of the adjacent fracture surfaces. 

. Apparent defect in the bridging callus. 

. Tapering of the fracture ends. 

. Progressive widening of the fracture site. 
5. Plugging of the medullary canal. 

Any one of these findings is suggestive of a non- 
union, and any two are diagnostic. After the diagnosis 
has been made, then the careful appraisal of the per- 
sonal, economic, and social factors previously men- 
tioned must be made to determine the avenue of 
approach to the situation. Either the nonunion must 
be accepted as a permanent condition and a prosthetic 
solution offered, or an attempt made to cure the defect 
by a surgical approach. Timid procedures such as 
bone drilling, application of metal plates, or other 
forms of internal fixation, etc., do not get to the 
heart of the problem and are an unnecessary multi- 
plication of surgical procedures. 

If it is decided that a surgical approach to the 
correction of a nonunion of a long bone is to be 
adopted, the method should be the most direct, posi- 
tive, and certain of success. That method is bone 
grafting. The type of graft is of some importance, 
but any bone grafting procedure multiplies the proba- 
bility of a good result. Even bone grafting performed 
immediately after the diagnosis of nonunion is not 
invariably successful and occasionally requires a repe- 
tition or two of the operation. Certainly the earlier 
the procedure is performed the more probably there 
will be a good result. Delay in operation results in 
further eburnation of the fragments at the fracture 
site requiring greater resections to get back to good 
live bone, greater production of surrounding and 
intervening scar tissue, increased atrophy of muscle 
and loss of tone, increased demineralization of the 
bones with decreased capacity to retain apparatus for 
internal fixation, and a generally increased apathy to 
the repair response. Therefore, as soon as a nonunion 
is diagnosed and the decision has been made to repair 
it surgically, the surgery should be promptly insti- 
tuted. 

Theoretically the reproduction of those conditions 
which are most conducive to the healing of any fresh 
fracture is the procedure which most probably will 
heal a nonunion. Since the normal repair of a frac- 
ture results principally from the production of anchor- 
ing and bridging calluses rather than from an inter- 
vening callus, surgical procedures are directed at their 
production. Scar is dissected away to allow fresh, 
vital, well vascularized tissue to come into contact 
with the grafts and the bone. Frequently in well 
aligned fractures the scar intervening between the 
bone ends is not dissected away as it is of more value 
as immobilization than it is a deterrent factor in 
healing. 

A good residual hemorrhage about the operative 


site is encouraged, as in a fresh fracture. By chiseling 
away the superficial layers of the cortex, fresh, active, 
alert bone-producing cells are exposed. Grafts com- 
posed of cortex plus layers of cancellous bone are 
applied to these freshly cultivated beds. Maintenance 
of close contact with minimal motion between the 
grafts and the shafts is essential because motion will 
break up newly produced healing tissue. Immobiliza- 
tion of the fracture is obligatory and frequently can 
be best achieved by internal fixation. Application of 
one or two bone plates or intramedullary fixation may 
be the stratagem which will instigate a favorable 
outcome for the operator. 

As for the graft itself, there are three types, though 
only two are acceptable. The heterogenous grafts of 
cow horn, beef bone, ivory plates, etc., are properly 
relegated to the museum show case; in the past where 
they were used they functioned only as immobilizing 
plates and foreign bodies rather than possessing any 
osteogenetic value. 

Almost without exception orthopedic surgeons now 
employ human bone grafts and prefer autogenous 
grafts freshly removed. Homogenous grafts, particu- 
larly since their easy availability from bone banks has 
been established, are on occasion of inestimable value 
in the treatment of nonunions. The bone bank may 
be the source of grafts of proper magnitude or shape 
not available from the patient at the time of opera- 
tion. However, there is a considerable difference of 
opinion among recoynized authorities as to the efficacy 
of homogenous grafts in the treatment of nonunion 
when compared to autogenous grafts. Probably the 
burden of proof lies with those who claim homoge- 
nous grafts are equal or superior to autogenous. My 
personal opinion is that fresh autogenous grafts are 
definitely more efficacious than homogenous grafts 
and offer every advantage of homogenous grafts, with 
some additional advantages not offered by homoge- 
nous grafts. 

When considering what type of graft to use there 
is no question but that cancellous bone offers osteo- 
genetic advantages cortical bone does not possess. 
Cancellous bone is rich in endosteal cells which are 
those most likely to survive and which have great 
osteogenetic potential. Also, cancellous bone grafts 
offer myriads of channels for invasion of capillaries 
from the host, while cortical bone is sparsely equipped 
with areas for this essential vascular invasion. This 
lack of vulnerability to vascular invasion retards the 
early, rapid conversion of the cortical graft to vital 
bone. 

Another factor which works against the efficacy of 
the cortical graft is the means by which it is ordi- 
narily secured. Cortical grafts are usually cut by a 
rapidly revolving saw which produces so much heat 
in its action that it not only kills the cells for a con- 
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siderable distance on each side of the cut but effective- 
ly blocks the few channels available for cellular in- 
vasion by coagulating the proteins within them. These 
coagulated proteins must be absorbed before these 
channels are available for capillary invasion. 

On the other hand, cancellous bone is ordinarily 
obtained by chisel or curet; thus the tissue damage is 
minimal, and when these grafts are placed in the host 
bed they carry many live cells eager to unite with 
those of the host. Cancellous grafts can be obtained 
easily from the ilium. 

In our practice, because of their actual statistical as 
well as theoretical superiority, we have almost com- 
pletely discarded cortical grafts and now use only can- 
cellous grafts in the treatment of nonunion. The thin 
cortex of the ilium functions as the vehicle which 
transports the osteogenetic cancellous bone on its 
under surface. The cortex also gives body and firmness 
to the graft which facilitates its handling; and it 
offers a firm surface through which coapting force can 
be applied to the graft. The thickness of the cancel- 
lous graft can be varied to accommodate the require- 
ments of the operation. The conditions we attempt to 


Purpura 


secure in the bone grafting of a nonunion of a long 
bone are: 

Adequate alignment and contact. 

Strong internal fixation. 

Good fresh host bed. 

Firm contact of cancellous grafts. 

Apposition of well vascularized soft tissue to 

the grafts. 

When these conditions are met, there is a high 
percentage of good results in bone grafting cases of 
nonunion. 

There are occasional situations where nonunion is 
of little moment and may be of so little significance 
that it does not invite surgical correction. Occasionally 
nonunions of the fibular shaft, clavicle, metacarpal, 
phalanx, olecranon, patella, humerus, and ulna can 
be accepted as either symptomless or insignificantly 
disabling. The mere presence of a nonunion does not 
imply the necessity of treatment. The decision of “‘to 
do or not to do” must be based on the factors pre- 
viously predicated in the introduction. 

The Wichita Clinic 


3244 East Douglas 
Wichita 8, Kansas 


Some Observations on the Clinical Aspects 


ROBERT P. NORRIS, M.D., Wichita 


INTRODUCTION 


Thrombocytopenic purpura has long been an in- 
teresting and confusing disease. For many years dis- 
cussions have included the lack of correlation between 
the apparent bleeding tendency in thrombocytopenic 
purpura and the numerical platelet level in the periph- 
eral blood. There is quite frequently a discrepancy in 
these two features of the disease, so there is not a 
direct quantitative platelet deficit. 

Some observations! since the advent of the use of 
corticotrophin and cortisone in the treatment of these 
disorders stimulate further interest in whether these 
compounds may alter the apparent hemorrhagic tend- 
ency without altering the numerical platelet count. 
The purpose of this report is not to present any par- 
ticular new views but to call attention to some of the 
interesting work in this field and to relate our experi- 
ence in treating this disease with corticotrophin and 
cortisone. 


From the Department of Internal Medicine, Wichita 
Clinic. 


of Thrombocytopenic Purpura 


Among the various theories on the mechanism of 
production of thrombocytopenia, the intimate rela- 
tionship of the spleen has long been recognized. Kaz- 
nelson? suggested that there was a thrombocytolytic 
effect manifest through a splenic mechanism. Wise- 
man, Doan, and Wilson* proposed the theory of se- 
questration of platelets in the spleen or in accessory 
splenic tissue. Tidy* blamed a vascular endothelial 


Cortisone and _ related compounds 
have been used extensively in hemato- 
logic diseases including idiopathic throm- 
bocytopenic purpura. A double defect of 
vascular fragility and numerical platelet 
deficiency has long been noted. Experi- 
ences with the favorable effect of corti- 
sone on the first of these two defects, 
with little effect on the latter, is dis- 
cussed. Prior theories regarding cause 
and mechanisms in this disease are pre- 
sented. 
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defect, stating that the platelets “leak out,” or are 
utilized in sealing leaks in the endothelium. Robson® 
suggests that a splenic factor might alter platelet pro- 
duction and capillary endothelium also. 

In 1951, Evans et al.* pointed out that idiopathic 
thrombocytopenic purpura was probably due to an 
immune mechanism similar to that of acquired hemo- 
lytic anemia. They called attention to the fact that 
these two conditions frequently occur in the same 
individual and that both of them might spontaneously 
undergo remission. Both apparently are amenable to 
splenectomy in some cases. Evans felt that this simi- 
larity was probably explained by antigen-antibody 
mechanisms rather than by the theory that splenec- 
tomy removed the “slaughter house” of the cellular 
elements. He also suggested new terms for these dis- 
eases, namely ‘immunohemolytic anemia,” ‘‘immuno- 
thrombocytopenic purpura,” and “immunopancyto- 
penia.” 

The work of Herrington et al.7 and Sprague et al.8 
in the demonstration of a thrombocytopenic factor 
in the blood of patients with thrombocytopenic pur- 
pura is now well documented. They demonstrated 
that a potent circulating thrombocytopenic factor was 
important in platelet reduction in many cases of idio- 
pathic thrombocytopenic purpura. They also pointed 
out similarities in the apparent pathogenesis of ac- 
quired hemolytic anemia and idiopathic thrombocyto- 
penic purpura. 

Stefanini et al.® still mention Dameshek’s view that 
the spleen exerts a humoral effect on platelets and 
megakaryocytes. A large amount of work has been 
done in the field of immuno-hematology in an effort 
to make more clear the views in these various dis- 
orders. 

One feature, still unexplained, is the apparent 
double defect of vascular fragility and numerical de- 
ficiency of platelets. Stefanini and Dameshek! state 
that increased capillary fragility and increased bleed- 
ing time suggest direct damage to the capillary wall 
in many cases. Bleeding may stop spontaneously al- 
though platelets may remain low in numbers. They 
relate that ‘‘several workers have shown” that ACTH 
and cortisone alter idiopathic thrombocytopenic pur- 
pura by influencing the vascular defect more than 
platelet production. 

Robson and Duthie® reported prompt increase of 
capillary and vascular resistance following ACTH in 
two cases of idiopathic thrombocytopenic purpura. 
The platelet rise was small and delayed. Green et al.1° 
reported irregular correction of platelet numerical 
deficit but regular improvement of vascular fragility 
following the use of ACTH. This has been our ex- 
perience. 

The finding of inactive megakaryocytes in the mar- 
row of idiopathic thrombocytopenic purpura has been 


a problem to explain. It would seem reasonable that 
the megakaryocyte, with its cytoplasmic projections, 
is antigenically identical to the platelet, and the pro- 
jections may be “‘agglutinated-off” by circulating anti- 
body. The capillary endothelium, or whatever is re- 
sponsible for its integrity, might also be involved 
with some antigenic mechanism. 

Ackroyd’s work! 1°18 with Sedormid purpura 
mechanisms is interesting in this regard. He demon- 
strated that Sedormid activates a thrombocytolytic 
mechanism in the plasma of sensitive patients. Sedor- 
mid did not destroy normal platelets, or platelets of 
a sensitive person, if they were suspended in normal 
plasma; it destroyed both groups of platelets when 
added to suspensions of them in plasma of a sensitive 
patient. Sedormid placed on the skin of a sensitive 
person causes localized capillary fragility as evidenced 
by localized occurrence of petechiae. Ackroyd suggests 
that the capillary lesion of Sedormid purpura could 
be due to the same lytic mechanism acting on capillary 
endothelium on a systemic basis. 


CASE 1 


A 55-year-old female gave a 30-year history of 
intermittent bleeding tendency manifest by bleeding 
from the gums and kidneys, with petechiae and ec- 
chymoses. She had had many spontaneous remissions. 
In the past three years she has had numerous courses 
of cortisone (100 to 200 mgms. per day in divided 
doses) with prompt regression of clinical bleeding 
tendency, but with very poor platelet numerical re- 
sponse. Splenectomy has been repeatedly advised but 
declined by the patient. 


CASE 2 


A 44-year-old female four years previously had had 
a period of spontaneous bruising which cleared with- 
out therapy. She had previously been treated with 
“gold injections” for a six-month period. In 1954 
she had a hysterectomy for relief of menorrhagia 
caused by uterine fibroids. In the postoperative period 
she developed a large pelvic hematoma. Her platelets 
were approximately 10,000 per cubic millimeter early 
in 1955. Bone marrow aspiration revealed normal 
numbers of megakaryocytes with little granularity 
and no platelet production. Gold toxicity was ex- 
cluded by the presence of megakaryocytes and the 
normal appearance of other marrow elements. 

She was treated with cortisone, 100 to 200 mgms. 
per day in divided doses, and the bruising tendency 
cleared promptly, as did the Rumpel-Leede test. After 
five months on maintenance therapy of approximately 
75 mgm. of cortisone daily, the platelet count had 
still failed to rise above the peak level of 32,000 per 
cubic millimeter. 
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CASE 3 


A 57-year-old female had onset in October 1953 
of a bruising tendency with petechiae, hemoptysis, 
and gross hematuria. Platelets were rare on stained 
blood films, and platelet counts varied between 2,000 
and 17,000 per cubic millimeter. Cortisone, 100 mgms. 
per day brought a prompt cessation of bleeding and 
reversed the Rumpel-Leede test from positive to nega- 
tive. When the dosage was reduced or omitted, the 
patient relapsed. Relapses occurred four times in the 
following 16 months. The highest platelet count at 
any time has been 30,000 per cubic millimeter. Splen- 
ectomy has been advised but declined, as the patient 
feels reassured by her consistent response to cortisone. 


CASE 4 


A 58-year-old female had bruises and petechiae 17 
years ago with a spontaneous remission. Recent te- 
currence had been noted. Cortisone, 100 to 200 mgm. 
per day, resulted in prompt clearing of bruises and 
petechiae. Platelets failed to raise above 58,000 per 
cubic millimeter in a seven-day observation period. 

In none of these cases was there actually a good 
platelet response. Perhaps the dosage of cortisone 
should have been higher, but, disregarding this fac- 
tor, it was apparent that the capillary fragility was 
favorably influenced by this dosage. It is contemplated 
that higher dosage will be employed in some future 
cases in an effort to evaluate the dosage factor. 


CASE 5 


A 10-year-old male gave a one-day history of pete- 
chiae and acute bleeding symptoms. His platelets 
numbered 6,000. He was in the hospital for 15 days, 
receiving cortisone, 50 to 100 mgm., daily. Bleeding 
manifestations subsided promptly, and he was sent 
home on a 50 mgm. maintenance dosage with a plate- 
let count of 192,000. Cortisone was gradually re- 
duced to 25 mgm. per day in divided dosage, and 
after one month at home on this dosage the petechiae 
reappeared. The platelet count was found to be 
30,000 at that time. After another month on increased 
dosage, the dosage was again reduced and the plate- 
lets fell to 60,000 but bleeding symptoms did not 
recur. 

No further cortisone was given after that time. One 
year after the acute illness the platelet count was 
162,000 per cubic millimeter, and the patient has no 
clinical signs of bleeding. 

This latter case represents one of a few in our ex- 
perience in which platelets would rise as well and as 
promptly as the bleeding tendency decreased. It would 
appear that the platelet count and bleeding could al- 
most be ‘‘titrated” by the use of steroid therapy. This 
has been our experience in a case of acquired hemo- 


lytic anemia, where the patient’s erythrocyte count 
and hemoglobin, as well as the reticulocyte count, 
could be directly and constantly influenced by raising 
or lowering cortisone dosage. These observations tend 
to support the belief that cortisone alters an antigen- 
antibody type of reaction. The fact that some patients 
remain well as cortisone is withdrawn might be due 
to removal of the antigenic stimulus or the antibody 
response in some unknown manner. The double de- 
fect in idiopathic thrombocytopenic purpura remains 
unexplained. 
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A Study of the Psychological Effects of the Drug 


WILLIAM T. WRIGHT, JR., M.S., CHARLES POKORNY, M.D., 


and THOMAS L. FOSTER, M.D., Halstead 


During the past 18 months we have noticed con- 
siderable improvement in the feeling of well being 
of patients treated for hypertension with Rauwolfia 
serpentina (Rauwiloid*) long before there was any 
change in blood pressure. The following study was 
set up, using patients of a young age group, because 
we felt they would benefit from the drug. 

We were interested in determining if there was 
any contraindication which could be decided by psy- 
chological tests in the use of this drug. For example: 
Was anxiety actually diminished in these patients? 
Were there any adverse effects on judgment, or on 
the patient's efficiency on the job? If so, what were 
the changes that did occur? Jn order to answer these 
questions the study was set up. Nine patients from a 
general clinic were selected for psychometric study 
before and after administration of Rauwiloid. 


PATIENTS IN STUDY 


Case 1, a white male 37 years old, was admitted 
because of bronchial asthma. Blood pressure was 
124/80. Rhonchi were heard throughout lung fields. 
Because of severe anxiety, the patient was placed in 
the pilot study. After 30 days of therapy the patient's 
symptoms had improved. 

Case 2, a white male 48 years of age, was admitted 
to the hospital for hypertension and arteriosclerotic 
heart disease. Blood pressure was 176/110. He was 
known to have had elevated blood pressure since 
1946. An electrocardiogram showed left bundle 
branch block. Because of his anxiety over his heart, 
this patient was placed in the pilot study. After 30 
days his blood pressure was 150/80, but the symp- 
toms were only questionably improved. 


Mr. Wright is a clinical psychologist on the Neuropsychi- 
atric Service, Dr. Pokorny is from the Department of In- 
ternal Medicine, and Dr. Foster is chief of the Neuropsy- 
chiatric Department, Hertzler Research Foundation, Hal- 
stead Hospital, and Hertzler Clinic, Halstead. 

* Supplied by Riker Laboratories, Los Angeles. 


Case 3, a white male 31 years old, was admitted 
to the hospital with a history of blood pressure being 
elevated during excitement since the age of 13. Ini- 
tial blood pressure was 142/86. He was placed in 
the pilot study because of the history of labile hy- 
pertension. After 30 days, this patient stated he felt 
more relaxed, was not so excitable, and his symp- 
toms were improved. 

Case 4, a white male 29 years old, was admitted 
to the hospital with a history of bronchial asthma. 
Because of anxiety manifest by indigestion and fa- 
tigue, the patient was placed in the pilot study. After 
30 days the patient's indigestion was improved and 
there was less fatigue. 

Case 5, a white male 39 years old, was admitted 
to the hospital because of acute chest pain and epi- 
sodes of shortness of breath with chest distress. Blood 
pressure was 134/74. He was submitted for pilot 
study because of marked anxiety, manifested by hyper- 
ventilation. After 30 days he felt improved. There 
was much less anxiety. 

Case 6, a white male 34 years old, was admitted 
to the hospital because of indigestion and tachycardia. 
Chronic duodenal ulcer and mild elevation of sys- 
tolic pressure to 156/86 were found. The patient 
complained of nervousness and insomnia. After 30 
days on therapy his symptoms seemed improved. 

Case 7, a white female 32 years old, was admitted 
to the hospital because of shortness of breath and 
cardiac irregularity. The findings were premature 
ventricular contractions and anxiety manifested by hy- 
perventilation. After 30 days on Rauwiloid there was 
marked improvement of symptoms. 

Case 8, a white male 20 years old, had been fol- 
lowed in the outpatient clinic by the local physician 
for 18 months. He had dyspnea, chest pains, and 
tachycardia on exertion. Blood pressure readings 
varied from 120/80 to 190/100. He was working 
and living under stress. He was symptomatically im- 
proved after 30 days. 
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Case 9, a colored male 25 years old, was admitted 
to the hospital because of borderline hypertension and 
pain through the chest and back. Blood pressure was 
150/90, and he gave a history of elevated blood 
pressure for the preceding seven years. He was placed 
in the study because of mild hypertension. After 30 
days there was no improvement of symptoms. 


TESTS EMPLOYED 


The test battery included the Wechsler-Bellevue 
forms I and II, Rorschach Ink Blot Test, and the 
Reaction Time Test. Comparison of the results in 
this battery of tests given before and after 30 days 
administration of Rauwiloid, 2 mg. given three times 
daily, permits, within the limitations imposed by the 
small number of patients, the psychological tests used, 
and the experimental design, several inferences to 
be made regarding the effects of this drug. 


RESULTS OF TESTS 


Effects revealed in the area of intellectual function- 
ing are as follows: All nine patients included in the 
experimental group showed an average gain of 17 
per cent in efficiency of recall. Six of the nine sub- 
jects included showed an average improvement of 
efficiency in judgment and comprehension of 10 per 
cent, while three of the subjects manifested an av- 
erage of 8 per cent loss in efficiency of this function. 

Four of the nine subjects reflected an average im- 
provement in efficiency of attention of 12 per cent, 
while three subjects suffered a loss in efficiency av- 
eraging 8 per cent, and two subjects showed no 
change. 

Six of the nine subjects exhibited an average gain 
of efficiency in concentration of 14 per cent, while 
three of the subjects showed an average loss of 18 
per cent in efficiency. 

Seven of the nine subjects manifested an average 
improvement in efficiency of thinking in abstract 
terms of 14 per cent, while two suffered a loss of 
efficiency in this area averaging 14 per cent. 

Eight of the subjects demonstrated an average im- 
provement in social adjustment and planning of 22 
per cent, with one patient showing a loss of 8 per 
cent in this adjustment. 

Seven of the nine subjects demonstrated an average 
improvement in social adjustment and planning of 22 
per cent, with one patient showing a loss of 8 per 
cent. 

Seven of the nine subjects manifested an increase 
in alertness to surroundings averaging 10 per cent, 
while two of the subjects demonstrated an average 
of 10 per cent loss in this area. 

All nine of the subjects manifested an average 
gain in efficiency of achievement on visual-motor tests 
of a reproductive type of 11 per cent. Eight subjects 


reflected an average gain in efficiency of achievement 
on visual-motor tests of a productive type of 10 per 
cent, with one subject suffering a loss of 1 per cent 
in this type of activity. 

Five achieved an average increase in efficiency of 
learning new material and psychomotor speed of 6 
per cent, while four suffered an average of 3 per 
cent loss in such activity. 

Six subjects showed a statistically significant gain 
in verbal I.Q. of 3.67 points, while two of the sub- 
jects suffered a loss averaging 7 points. One subject 
showed no significant change. All nine of the sub- 
jects achieved an average gain in performance scale 
1.Q. of 7 points that was statistically significant. 
Seven of the nine subjects demonstrated an average 
gain in Full-Scale 1.Q. of 5 points, while one suffered 
a loss in total Full-Scale 1.Q. of 5 points and one 
showed no significant change. 

Results of the Reaction Time Test reveal that none 
of the nine subjects suffered increased reaction time, 
and only two of the subjects demonstrated statistically 
significant improvement in reaction time. 

Examination of personality and emotional organi- 
zation reveals that although minor changes were 
rarely found in the various facets of emotional organi- 
zation and personality structure of the nine subjects, 
significant and marked reduction in anxiety resulted 
in all nine cases. One of the nine was diagnosed as 
having a schizoid personality disorder (without clas- 
sical symptoms of delusions and hallucinations). Psy- 
chological examination revealed that although signifi- 
cant reduction in anxiety occurred after he was on 
this medication, the malignant process of schizoid 
disorganization continued to progress. 

Examination of possible changes in degree and 
mode of control with which the subject tries to regu- 
late his emotional experiences and reactions revealed 
that four of the nine demonstrated some improve- 
ment in this area, three showed no change, and two 
became more inefficient. In most cases demonstrating 
improvement, such improvement consisted either of 
“letting up” on over-control or constrictive control 
over emotional life, making way for a wider range 
and greater depth of emotional experience, or by 
more efficient control over impulsiveness. Those with 
impairment showed a noticeable increase in over- 
control in one instance and an increase in impulsive- 
ness in the other. 

Examination for changes in responsiveness to ex- 
ternal emotional stimuli and promptings from within 
reflects that three of the nine manifested improve- 
ment in this area, five showed no change, and one 
became more inefficient. Those showing improvement 
did so by consequently exercising more effective and 
less strenuous control over emotional life, making 
way for broader emotional experiences which were 
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at the same time within conventional limits. They 
were also able to accept their inner impulses to a 
much greater degree. 

Examination for possible changes in mental ap- 
proach to given problems and situations reveals that 
in six of the nine there was noticeable improvement 
in efficiency in this area; two showed no change, and 
one showed increased impairment. Those patients 
whose efficiency increased demonstrated more efficient 
use of their capacity for analyzing a situation into its 
parts and in integrating the parts into a meaningful 
whole. Patients showing impairment or no change 
exhibited an increase or persistence in their tendency 
to perceive problems either in terms of vague gener- 
alities or to be over-meticulous, seeing small, insignifi- 
cant details but missing the over-all or total signifi- 
cance of the problem. 

Examination for possible changes in creative and 
imaginative capacities reflects that two of the nine 
manifested improvement in this area. Such improve- 
ment appeared to result from reduced anxiety and 
conflict, which allowed for more energy to be turned 
in this direction. Clinically such improvement might 
be revealed through more initiative and originality 
in the various aspects of living. The other subjects 
showed no significant change. 

Examination for possible changes in the type of de- 
fense mechanism relied upon reveals that none of 
the nine showed significant change. 

It is interesting to note that eight of the nine were 
relying essentially upon various psychoneurotic mecha- 
nisms of defense in varying degrees from the psycho- 
neurotic to the so-called normal. Of these eight pa- 
tients, four relied less heavily upon their defenses 
in reaction to decreased anxiety. The other four of 
the eight showed no change in degree of reliance 
upon these defenses and represented those classed as 
bordering upon or well within the psychoneurotic 
adjustments. The one remaining patient showed an 
increase in reliance upon his chief defense mecha- 
nisms, and it was noted that this patient's adjust- 
ment was diagnosed as a schizoid personality disorder 
(without classical symptoms of delusions or halluci- 
nations), i.e., this patient continued to go down-hill 
in his adjustment in spite of the fact that he experi- 
enced less discomfort from anxiety. 

Evaluation of test data for those signs usually 
found in cases of intracranial damage, organic change, 
and postoperative lobotomy cases was negative in all 


cases. 
CONCLUSIONS AND DISCUSSION 


It may be inferred within the limits of this study 
that most patients placed on Rauwiloid, 2 mg. given 
three times daily for a 30-day period, achieved a 
marked reduction of anxiety. Further, that such relief 
from anxiety resulted in generally increased intellec- 


tual and psychomotor efficiency with a few exceptions. 
No adverse effects resulted in any of the psychological 
aspects or in reaction-time that could be attributed to 
the effects of Rauwiloid. Psychological examination 
for organic changes and postoperative prefrontal 
lobotomy effects was negative in all cases. 

On the basis of the findings of this study, it may 
be inferred that reduction of anxiety in ail cases rep- 
resented symptomatic relief from anxiety rather than 
etiological treatment of anxiety. This would seem to 
indicate that great care should be exercised in evalu- 
ating and diagnosing the etiology and depth of path- 
ology underlying anxiety in a patient prior to the 
administration of this drug. It seems plausible that 
an individual suffering from an incipient and/or 
malignant personality disorder might easily delay 
seeking psychiatric help by virtue of the pseudo- 
relief from anxiety offered by this drug in such cases. 

It cannot be inferred that increases in 1.Q. points 
manifested by these patients while on this drug rep- 
resent increased intellectual capacity. Such increases 
undoubtedly reflect increased intellectual efficiency re- 
sulting from being freed from the paralyzing and 
blocking effects of anxiety. In those few patients 
manifesting loss of efficiency in certain areas after 
being on this drug, it would be difficult to ascertain 
whether such losses resulted from the effect of the 
drug on certain types of personalities or from the 
inability of the drug to reduce anxiety in certain spe- 
cific personality types, thereby allowing for a con- 
tinuation of the progressive inefficiency. 

Further investigation on the psychological effects 
of Rauwiloid seems appropriate. Different results 
might be obtained, especially with regard to the pos- 
sibility of personality and/or organic changes and 
the disputable ‘lobotomy effect’” mentioned by some 
investigators, after the subjects have been on this 
drug for a longer period of time and/or if placed on 
a higher dosage of medication. 

Further study including a control group placed on 
placebos might furnish valuable information on the 
psychological effects of Rauwiloid. A study based on 
a larger sample of patients could possibly result in 
determining types of personality disturbances for 
which this drug might be indicated or contraindicated. 
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The Physical, Psychological, and Speech Status of Children 
Seen in the University of Kansas Medical Center Clinic 


W. DAVID FRANCISCO, M.D., Kansas City, MARGARET C. BYRNE, M.A.. 
Evanston, and MIRIAM TATE ELKIN, Ph.D., Kansas City 


Cerebral palsy includes any neuromuscular disturb- 
ance resulting from pathology in the motor areas of 
the brain. Manifestations are spasticity, rigidity, paral- 
ysis, involuntary motions, tremor, and ataxia; one of 
these usually predominates. Causes may be congenital 
malformations of the brain, anoxia, birth trauma, in- 
fection, or accident after birth. 

Few patients present themselves simply as ortho- 
pedic or neurologscal problems. Mental retardation, 
speech difficulties, seizures, emotional problems, de- 
fective dentition, feeding problems, hearing disturb- 
ances, and visual problems are present in large num- 
bers. Some cerebral palsied children are able to attend 
public school without special consideration; others 
are more severely handicapped and exhibit limited 
potential for improvement; most, however, can profit 
from prescribed therapies, special education, or both. 

The cerebral palsied child may become a tremen- 
dous physical and psychological burden on the family 
and, later, a custodial problem for the state. Treat- 
ment and special education are expensive, and facili- 
ties are limited. Therefore, it is important to evaluate 
these children early and plan for their treatment and 
rehabilitation, or care. It is our belief that this is done 
best by an initial thorough evaluation and regular 
follow-up studies. 

The number of new cases appears relatively steady 
through the years, and they are fairly evenly distrib- 
uted throughout the population. For about every 568 
live births, one child is born with cerebral palsy. From 
live birth statistics, it is estimated that 88 cerebral 
palsied children were born in the state of Kansas 


during the year 1952. For every 20 children “born 
that way,” one person will become cerebral palsied 
after birth as a result of accident or illness.* 

The Cerebral Palsy Clinic at the University of 
Kansas Medical Center utilizes a team diagnostic and 
treatment approach. The present diagnostic team in- 
cludes an orthopedic surgeon, who is the coordinator ; 


This is a report of 240 children eval- 
uated at the Cerebral Palsy Clinic at the 
University of Kansas Medical Center, 
1951-1955. The various manifestations 
of this condition are described, along 
with the manner in which patients are 
studied and an estimate of the probable 
benefit of additional education and 
treatment. 


a neurologist, a pediatrician, an ophthalmologist, a 
dentist, a psychologist, an audiologist, an occupation- 
al therapist, a speech therapist, a physical therapist, 
and a social service worker. Children are admitted to 
the hospital for a period of three days for the initial 
evaluation. Each member of the team examines the 
child and presents his findings to the group. Referrals 
to other clinics within the Medical Center are made 
when necessary before a program of therapy is 
planned for the child. 

Therapy programs are worked out for each child. 
Children who live within traveling distance of the 
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Medical Center are given comprehensive treatment. 
Because the assistance of trained therapists often is 
not available locally in small communities, however, 
the parents in many cases must carry out the therapies 
that are recommended. Counselling and planning 
concerning both long term and short term goals are 
offered to all parents. One of the great problems is 
to secure the acceptance of the family of the child’s 
mental as well as physical limitations. 


PHYSICAL STATUS 


From November, 1951, when the Cerebral Palsy 
Clinic was organized, to August, 1955, 240 children 
between the ages of six months and 19 years were 
evaluated. Table I shows the distribution by age and 
sex. It will be seen that 140 were males and 100 
were females. For both sexes, children between six 
months and seven years made up the majority of the 
group. More than 90 per cent of the cases were seen 
before they were 15 years old. 


TABLE I 


AGE GROUPS 
(As of August 1, 1955) 


Boys Girls Total 


6 months to 7 years ........ 67 72 139 
8 years to 14 years ......... 60 20 80 

140 100 240 


Table II shows a breakdown of diagnoses for the 
group. Some of our diagnoses have changed with 
continued observation and growth. The basic pattern 
is more difficult to determine in infants, but early 
observations are helpful. The table shows the distri- 
bution of the latest diagnoses that were made. 

It will be observed that 62 per cent were spastic, 
13 per cent athetoid, 2.5 per cent rigidity, 1.8 per 
cent ataxic, .8 per cent tremor, 7 per cent mixed, and 
12 per cent were classified as generalized brain dam- 
age. This organization follows the traditional classi- 
fications. It must be remembered, however, that these 
are all descriptive and not neuropathologic terms. 

Nevertheless, certain syndromes and patterns are 
common. Perlstein? reported the relationship between 
etiological agents and specific syndromes. Spastics in 
general are more likely to have had a history of fac- 
tors causing hemorrhage. Spastic paraplegics usually 
have a history of prematurity; behaviorally they are 
likely to show less mental retardation and fewer 
speech problems than other cerebral palsied groups. 
Athetoids are likely to have a history of factors caus- 
ing anoxia or an Rh disturbance. They are more likely 
to be quadriplegics and to have hearing losses. One 


TABLE II 


DIAGNOSES 
(As of August 1, 1955) 


Boys Girls Total 


Spastic 62% 


Right hemiplegia .......... 25 15 40 

Lett ........5.. 18 8 26 

17 18 35 

26 16 42 

een 0 2 2 

Bilateral hemiplegia ....... 1 0 | 
2 4 6 
Mixed 7% (usually 

athetoid spastic) ........... 9 8 17 
Others 12% 

Generalized brain injury ... 14 16 30 

Birth palsy, 

not considered c.p. ...... 0 1 1 


140 100 240 


study! showed that 50 per cent of athetoids had hear- 
ing losses. 

Diagnosis is not easy. Nevertheless, it is important 
to classify the patient as early as possible because edu- 
cational problems and treatment routines differ. 


PSYCHOLOGICAL STATUS 


With children who are severely handicapped it is 
extremely difficult to obtain valid psychological test 
results. However, the success of therapy is so depend- 
ent upon the child’s readiness and awareness that an 
attempt is made to obtain an estimate of his capa- 
bilities. Some children have been tested two or three 
times and will be tested again. Some will be re- 
evaluated because of uncertainty about the validity of 
earlier tests. Others will be re-examined to confirm 
mental growth rate. It is the aim of the clinic staff 
to evaluate continuously each child who is in the 
clinic. 

One hundred eighty-seven of the 240 children have 
been evaluated by the psychologist during the study 
period. Of the 53 who have not been tested, 19 are 
getting along in public schools with little or no diffi- 
culty. They may safely be considered to have normal 
or near normal mentality. Fifteen children are so re- 
tarded that a psychological examination was con- 
sidered unfeasible. Factors of age, severity of involve- 
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ment, uncooperativeness, and scheduling problems 
have interfered with the psychological testing pro- 
gram. All of the children, however, eventually will 
be scheduled for examinations. 

Table III indicates the number of children who 
fall into each of the intellectual categories. Of those 
who have been tested, 71, or 37 per cent, appear 
educable in regular public school programs, but some 
may need additional help. About 35, or 18 per cent, 
will require special class or special school education. 
The educational process must be modified consider- 
ably because of the degree of mental retardation. 
Seventy-four, or 39 per cent, fall in the two lowest 
categories, imbecile and idiot level. These children 
will not profit from a school program, but the imbe- 
cile can profit greatly from systematic habit training. 
For seven children, or 4 per cent, the degree of 
mental retardation could not be determined because 
of age and uncooperativeness in the testing situation. 


TABLE III 


PSYCHOLOGICAL EVALUATION RESULTS 
(As of August 1, 1955) 


Breakdown of those tested: 


Boys Girls Total 


Avetage OF: ABOVE. 20 8 28 
Mentally retarded—degree 
not known at present ...... 4 3 7 
110 187 
Breakdown of those not tested: 
Probably average or dull 
Probably idiot or imbecile .... 9 6 15 
Questionable 10 9 19 
30 23 53 


SPEECH STATUS 


About 70 per cent of all cerebral palsied children 
have speech or language problems.1 Speech develop- 
ment of the cerebral palsied child is complicated by 
many factors. Mental capacity, degree of speech 
muscle involvement, visual and auditory disabilities, 
inability to explore the environment because of motor 
involvements, and motivation will determine when 
the cerebral palsied child will begin to talk and how 
much progress he will make. 

Table IV shows the varying levels of speech de- 


velopment for the 235 children who have been given 
speech evaluations in the Cerebral Palsy Clinic. It will 
be seen that only 45, or 19 per cent, had speech pat- 
terns that could be considered normal. Another 76, 
or 32 per cent, had limited or no oral communication 
and probably will not learn much conceptual lan- 
guage. It is apparent that for the other 49 per cent, 
speech stimulation or speech therapy is needed, if 
they are to achieve even a minimum of understand- 
able oral communication. 


TABLE IV 


SPEECH DEVELOPMENT 
(As of August 1, 1955) 


Boys Girls Total 


Normal for chronological age .... 30 15 45 


Inadequate communication for 
chronological age 


Mildly distorted articulation .... 14 14 28 
Moderately distorted articulation 19 14 33 
Severely distorted articulation .. 17 7 24 
Language problem due to 
Severe heating lose... 8 2 10 
Gesture language: 4 10 14 
Limited or no concept of 
No adequate speech evaluation 3 2 7 


CONCLUSIONS 


1. Cerebral palsied children are multiple-handi- 
capped persons with varying degrees of motor in- 
volvement, intelligence, and potential growth. Their 
major disability is a neuromuscular disturbance te- 
sulting from pathology of the motor areas of the 
brain. 

2. The largest number of cases, 62 per cent, were 
classified as spastic. The other 38 per cent were dis- 
tributed among athetoid, rigidity, ataxia, tremor, 
mixed, and less specific types. 

3. According to psychological evaluations, approxi- 
mately 37 per cent will get along in public school 
with some additional assistance; 18 per cent need to 
be in special classes or special schools, and 39 per 
cent are not going to profit from public school pro- 
grams. 

4. Speech evaluations indicated that 19 per cent of 
the children have speech within normal limits; 49 
per cent need speech therapy, and 32 per cent prob- 
ably will not develop speech. 


University of Kansas Medical Center 
Kansas City, Kansas 
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PRESIDENT’S PAGE 


Dear Doctor: 


The following has been adopted by the Council of the Kansas Medical Society as 
an official statement of the policies of this organization: 

The Hatch Act defines what is legal in political activity for federal legislation. It 
may be wise to follow similar principles with reference to state politics. Here are a 
few of the most important considerations as they affect medicine. 


The medical society can 

1. Support legislation if it will benefit the people, protect their health or provide 
them with an improved quality of medical care. 

2. Actively oppose legislation that is not in the public interest. 

3. Urge people to vote. 


The medical society cannot 

1. Endorse or oppose any candidate for office. 

2. Contribute any funds in support of any candidate. 

3. Use its letterheads or facilities to aid or defeat any candidate. 

4. Sponsor any advertising for a candidate. 
The individual physician may 

1. Exercise all the rights of citizenship. This responsibility in health matters ex- 
ceeds that of other citizens. 

2. Further the cause of a qualified candidate or oppose an unqualified candidate. 

3. Organize or belong to a political action committee, even if it exists expressly 
to aid or oppose a candidate or a single legislative issue. 

4. Contribute to a candidate or a political party. 

5. Advise friends about his views upon an issue or about a candidate. 

6. Visit with the candidate concerning his views. 

7. Distribute literature, purchase political advertisements, etc. 

8. Himself become a candidate and run for office. 

9. Vote and encourage others to vote. 
The individual physician may not 

1. Abuse a candidate, threaten violence, or make libelous statements concerning him. 

2. Speak for his Society or use an office he might hold in the Society to make it 
appear he is a spokesman for organized medicine. 


Fraternally, 


Mitty, 


President 
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EDITORIAL COMMENT 


Code of Ethics 


The Council or Constitution and By-Laws of the 
American Medical Association prepared and sub- 
mitted to the House of Delegates at the recent Chi- 
cago meeting a completely revised and much abbre- 
viated code of ethics. Instead of the present eight 
pages and 48 sections, the proposed new code would 
have a preamble and 10 sections. It is intended to 
embrace everything from the present code but to 
make it short enough that it may be framed and hung 
in the physician’s office to match the oath of Hip- 
pocrates perhaps. 

There was enough dissatisfaction over the pro- 
posed changes that the reference committee, of which 
Dr. L. S. Nelson of Kansas is a member, recommend- 
ed against immediate action. The proposed new Ten 
Commandments in Medicine are to be publicized and 
discussed locally. The decision on whether the code 
of ethics shall be changed will then be made at the 
Seattle meeting of the A.M.A. House of Delegates 
in December of 1956. The JOURNAL is therefore 
printing the proposed code which, be it understood, 
is not now in operation. The Society will appreciate 
comments so that the Kansas delegates may be in- 
structed on how to vote when this question arises 
for final decision. The exact wording of the proposed 
text follows: 

These principles are intended to serve physicians, 
individually or collectively, as a guide to ethical con- 
duct. They are not laws; rather they are standards by 
which a physician may determine the propriety of his 
own conduct. They are intended to aid physicians, in 
their relationships with patients, with colleagues, with 
members of allied professions and with the public, 
to maintain under God, as they have through the 
ages, the highest standards. 

Section 1. The prime objective of the medical pro- 
fession is to render service to humanity with full 
respect for both the dignity of man and the rights 
of patients. Physicians must merit the confidence of 
those entrusted to their care, rendering to each a full 
measure of service and devotion. 

Section 2. Physicians should strive to improve medi- 
cal knowledge and skill, and should make available 
the benefits of their professional attainments. 

Section 3. A physician should not base his practice 
on an exclusive dogma or a sectarian system, nor 
should he associate voluntarily with those who in- 
dulge in such practices. 

Section 4. The medical profession must be safe- 
guarded against members deficient in moral character 
and professional competence. Physicians should ob- 
serve all laws, uphold the dignity and honor of the 


profession and accept its self-imposed disciplines. 
They should expose, without hesitation, illegal or 
unethical conduct of fellow members of the profes- 
sion. 

Section 5. Except in emergencies, a physician may 
choose whom he will serve. Having undertaken the 
care of a patient, the physician may not neglect him. 
Unless he has been discharged, he may discontinue 
his services only after having given adequate notice. 
He should not solicit patients. 

Section 6. A physician should not dispose of his 
services under terms or conditions which will inter- 
fere with or impair the free and complete exercise 
of his independent medical judgment and skill or 
cause deterioration of the quality of medical care. 

Section 7. In the practice of medicine a physician 
should limit the source of his professional income to 
medical services actually rendered by him to his pa- 
tient. 

Section 8. A physician should seek consultation in 
doubtful or difficult cases, upon request or when it 
appears that the quality of medical service may be 
enhanced thereby. 

Section 9. Confidences entrusted to physicians or 
deficiencies observed in the disposition or character 
of patients, during the course of medical attendance, 
should not be revealed except as required by law or 
unless it becomes necessary in order to protect the 
health and welfare of the individual or the com- 
munity. 

Section 10. The responsibilities of the physician 
extend not only to the individual but also to society 
and demand his cooperation and participation in ac- 
tivities which have as their objective the improvement 
of the health and welfare of the individual and the 
community. 


Hospital Accreditation 


A special committee on hospital accreditation, of 
which Dr. George F. Gsell of Kansas is a member, 
reported its findings to the American Medical As- 
sociation House of Delegates at the recent meeting 
in Chicago. These were approved by action of the 
House and now stand as recommendations to the 
Joint Commission on Accreditation of Hospitals. 

It should be pointed out that this action by the 
A.M.A. cannot be binding upon the Joint Commis- 
sion on Accreditation and that this report is only a 
suggested course of action for the commission. There 
is reason to believe, however, that it will be favor- 
ably received and that most if not all of the pro- 
posals will be adopted. Appearing below is the action 
taken by the House of Delegates which should short- 
ly become noticeable to the local hospitals through- 
out this nation: 

1. Accreditation of hospitals should be continued. 
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2. The Joint Commission should maintain its pres- 
ent organizational representation. 

3. The Board of Trustees should report annually to 
the House of Delegates on the activities of the Joint 
Commission. 

4. Physicians should be on the administrative 
bodies of hospitals. 

5. General practice sections in hospitals should be 
encouraged. 

6. Staff meetings required by the Joint Commission 
are acceptable, but attendance requirements should be 
set up locally and not by the Commission. 

7. The Joint Commission should not concern itself 
with the number of hospital staffs to which a physi- 
cian may belong. 

8. The Joint Commission is not and should not be 
punitive. 

9. The Joint Commission should publicize the 
method of appeal to hospitals that fail to receive 
accreditation. 

10. Reports on surveys should be sent to both ad- 
ministrator and chief of staff of hospital. 

11. Surveyors should be directiy employed and 
supervised by the Joint Commission. 

12. Surveyors should work with both administra- 
tor and staff. 

13. New surveyors should receive better indoc- 
trination. 

14. Blue Cross and other associations should be 
requested not to suspend full benefits to aon-accred- 
ited hospitals until those so requesting have been 
inspected. 

15. The American Medical Association shouid con- 
duct an educational campaign for doctors relative to 
the functions and operations of the Joint Commis- 
sion. 

16. The Committee also suggests that the Ameri- 
can Medical Association and the American Hospital 
Association encourage educational meetings for hos- 
pital boards of trustees and administrators either on 
state or national levels to acquaint these bodies with 
the functions of accreditation. 

17. This Committee asks to be discharged upon 
submission of this report to the House of Delegates. 

The Committee recommends that the commission- 
ers to the Joint Commission on Accreditation of Hos- 
pitals, appointed by the Board of Trustees of the 
American Medical Association, urge that Commission 
to study: 

1. The problems of the exclusion from hospitals 
and arbitrary limitation of the hospital privileges of 
the general practitioner, and 

2. Methods whereby the following stated principles 
may be achieved: 

The privileges of each member of the medical staff 


shall be determined on the basis of professional quali- 
fications and demonstrated ability. 

Personnel of each service or department shall be 
qualified by training and demonstrated competence, 
and shall be granted privileges commensurate with 
their individual abilities. 


Flying Physicians Meet 


The first “fly-in” for members of the Kansas Chap- 
ter of the Flying Physicians Association was held at 
Hutchinson on May 27, beginning with a breakfast. 
Threatening weather discouraged attendance, but six 
physician pilots made the trip. 

Three of those present, Dr. Robert O. Brown of 
Atchison, Dr. Louis N. Speer of Ottawa, and Dr. 
Lyle G. Glenn of Protection, made plans to attend 
the national meeting in Chicago on June 11. The 
program there included discussion of ‘Responsibilities 
in Maintaining Privately-Owned Aircraft” by a Civil 
Aeronautics Administration spokesman, ‘Weather 
Hazards to Flying” by a meteorologist of the Chicago 
Airport, ‘Trends of Aviation Underwriting” by an 
insurance expert, and ‘Purposely Crashing Aircraft’’ 
by Col. Roscoe Turner. 

The next meeting of the Kansas group was held on 
Thursday, June 28, at Norton. The program included 
golfing and a tour of the Kansas State Tuberculosis 
Sanatorium. Plans are being made for a round robin 
trip over the state, a flight to Grand Lake in Okla- 
homa and to Flippin, Arkansas, and a picnic at Lake 
Kanapolis. 


Heart Association Meets 


Dr. D. R. Bedford, Topeka, was named president 
of the Kansas Heart Association at the group’s an- 
nual meeting in Kansas City on May 27. He succeeds 
Dr. George L. Norris, Winfield. Dr. Don C. Wake- 
man, Topeka, was elected vice-president. 

A feature of the meeting was the presentation of 
a bronze plaque to Dr. Philip W. Morgan, Emporia, 
in recognition of his services to the organization. 


Literature on Alcoholism Available 


A comprehensive index and abstract of the world’s 
literature on alcoholism is now available at the li- 
brary of the University of Kansas Medical Center. 
The data was published by the Yale Center of Alco- 
hol Studies, and the title of the work is Classified 
Abstract Archive of Alcohol Literature. 

A mimeographed list of the main topics and sub- 
topics is available from the Kansas State Commission 
on Alcoholism, 315 West Fourth Street, Topeka. 
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What Doctors Read 


There are many factors involved in editing 
and publishing a state medical journal. Fore- 
most among them is to find out what kind of 
articles physicians like to read. State medical 
journals have a captive audience, that is to say, 
their readers do not have to subscribe to the 
journal and in a sense, they take what they get. 
This is not the same as subscribing and paying 
money directly to receive a periodical. In the 


"latter case, if a subscriber is not interested in 


the material published he can cancel his sub- 
scription or, if the contents of the journal is 
consistently attractive, the number of subscribers 
will increase. Of course, a reader of a medical 
journal may write to the editors to say that he 
likes or dislikes the journal contents but this 
rarely happens and only once in a while is 
there knowledge of the popularity of a pub- 
lished contribution. —Connecticut State Medical 
Journal, June 1956. 


Authors, Hear Ye! 


Clichés in medical writing have received the 
gibes of our readers for years. Of all the words 
which are used and abused, ad nauseam, is the 
word “marked”; even more inane is its run- 
ning mate “markedly.” 

Distraught colleagues sharing editorial re- 
sponsibilities of state medical journals plead in 
self-defense against these two words. One edi- 
tor offers a list of synonyms, together with a 
prayer that they will be used again and again 
until finally in the future the clichés ‘‘marked” 
and “markedly” will never be heard again: 
“Great, copious, abundant, large, tangible, evi- 
dent, perceptible, clear, unmistakable, decided, 


pronounced, distinct, appreciable, extreme, no- 
ticeable, prominent, conspicuous, outstanding, 
salient, and others.”’ 

With so many good words from which to 
choose, what sort of mental laziness has vic- 
timized those who express definite findings, 
signs, and symptoms by only one poor and 
senseless word? It is almost as absurd as the 
more generally abused term “by and large.” 
Definition of the latter should defy the imagina- 
tion of the most imaginative among writers 
and speakers. We would like to join our fellow 
editor in stating, ‘‘Let us take our hats off to 
the wag who suggests that what the world needs 
is not only a good five-cent cigar, but a set of 
new clichés as well.”—Rocky Mountain Medi- 
cal Journal, June 1956. 


Advice to Young Writers 


In promulgating esoteric cogitations and ar- 
ticulating superficial sentimentalities, _philo- 
sophical and psychological observations, beware 
of platitudinous ponderosity, jejune babblement 
and asinine affectations. Let your extemporaneous 
discantings and unpremeditated expiations have 
intelligibility and vivacity without thrasonical 
bombast. Sedulously avoid all polysyllabic pro- 
pensity, psittaceous vacuity and ventriloquial 
verbosity. Shun double-entendre, imprudent 
jocosity, and pestiferous polluting profanity 
either obscure or apparent. Don’t call names or 
use big words, but talk plainly, sensibly and 
truthfully. All of which is mindful of Disraeli’s 
philippic for Gladstone: ‘He was a sophisti- 
cated rhetorician inebriated by the exuberance 
of his own verbosity.”—Quoted in Science, 
June 11, 1954 via Armed Forces M. ]., October 
1955. 
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Clinicopathological Conference 


Chest Pain and Sudden Death in a Hypertensive Woman 


CASE PRESENTATION 


This 40-year old white female, whose chief com- 
plaints had been chest pain, abdominal pain, dizziness, 
and “blackouts,” had never been admitted to KUMC. 
An autopsy was performed at the request of the coro- 
ner. 

The patient had been known to be hypertensive 
for approximately five years, but diagnostic studies 
at the time of discovery of the hypertension failed to 
reveal an etiology. She was seen by many physicians 
and received numerous antihypertensive drugs with- 
out notable improvement. Two weeks before death 
she consulted an internist and complained of severe, 
intermittent, non-radiating substernal pain and dysp- 
nea upon exertion. 

Her blood pressure was 280/130. Cardiac fluoros- 
copy revealed an enlarged heart, predominantly in 
the left ventricular salient. An electrocardiogram was 
taken. She responded poorly to therapy with nitro- 
glycerin, phenobarbital, and various other barbitu- 
rates. Initially she refused advice to enter a hospital, 
but 11 days before death was admitted to a local 
hospital. She complained of severe substernal pain, 
dyspnea on exertion, left upper quadrant and supra- 
pubic abdominal pain, dizziness, and episodes of 
fainting of three days duration. During this period 
her feet had been swollen. She also complained of 
recurring headaches and blurred vision. 

The patient stated that she had had 75 radium 
treatments for a carcinoma of the uterus 11 years be- 
fore her admission to the hospital. The ovaries and 
tubes had been removed prior to this. There was no 
history of diabetes or kidney disease. 

The patient's father had been hypertensive and had 
died of a heart attack. She had no children. 

Physical examination revealed a slightly obese, ap- 
prehensive, white female with a blood pressure of 
228/140. Pulse was regular and rhythmical, and the 
rate was 92. A grade II hypertensive retinopathy was 
noted. The point of maximal cardiac impulse was in 
the fifth left intercostal space, 2 cm. to the left of 
the mid-clavicular line. The second aortic sound was 
louder than the second pulmonic sound. No murmurs 
were heard. The liver was palpable 3 cm. below the 


Edited by Jesse D. Rising, M.D., and Mahlon Delp, M.D., 
from recordings of the conference participated in by the 
departments of medicine, pediatrics, surgery, radiology, and 
pathology of the University of Kansas Medical Center as 
well as by the third and fourth year classes of medical 
students. 


cosial margin. Slight dullness was noted at the bases 
of both lungs, but no rales were present. The abdo- 
men was not tender. All pulses were easily palpated. 
During the examination the patient, after a ‘premoni- 
tion,” fell to the floor for a brief period of time. This 
episode was not further described. 

The patient remained in the hospital less than 24 
hours, during which time she exhibited abnormal 
behavior characterized by suspicion of all hospital 
attendants and the expression of paranoid ideas about 
the nurses and her husband. She became upset when 
her husband was not allowed to remain at her bed- 
side. She was discharged against medical advice be- 
fore any laboratory or diagnostic studies could be 
done. The clinical impression was that she was suffer- 
ing from a severe anxiety reaction and was possibly 
a paranoid schizophrenic. Several hours before death 
she complained of severe substernal pain during the 
night. Later she was found dead. 


CLINICAL DISCUSSION 


Dr. Delp (moderator) : Today we have an unusual 
type of case. There is no clinical history, no physical 
examination, no laboratory work, and no one avail- 
able who has ever seen the patient alive. The only 
history we have was secured by the pathologist, and 
Dr. Klionsky will present that. 

Dr. Bernard Klionsky (resident pathologist) : The 
history, as you have been told, is meager. The patient 
was not seen at this hospital, and the autopsy was 
done at the request of the coroner. We were told that 
this patient, a 40-year old white woman, had had 
hypertension for at least five years. We have no in- 
formation about her actual blood pressure levels. Di- 
agnostic studies are reported to have been done, but 
they failed to reveal the cause of her hypertension. 
She had seen a number of physicians and had received 
therapy of many types without material benefit. 

About 14 days before death she consulted a local 
internist and complained of dyspnea and severe pain 
in the chest. He treated her with meperidine hypo- 
dermically and oxygen inhalations. He thought that 
she was having an acute coronary occlusion at that 
time. He made an electrocardiogram and fluoroscoped 
her, seeing nothing but enlargement of the left ven- 
tricle. He advised her to go to the hospital immedi- 
ately, but she refused. Three days later at 10:00 P.M. 
he received a telephone call from the patient’s hus- 
band who said that she had, in addition to the symp- 
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toms already described, some additional pain in the 
back. She went immediately to a local hospital. A 
brief history was obtained and physical examination 
was made by the intern about midnight. The patient 
signed out against advice about 7 o'clock the next 
morning. Consequently, no laboratory work was done. 
The complaints at that time were pain in the chest 
and back and a history of blacking out or fainting 
spells. As stated in the protocol, several hours before 
death, during the night, she complained of severe 
pain, and later was found dead. 

Dr. Delp: Are there any questions? 

Marvin Liggett (fourth year medical student) :* I 
wonder if you could tell us where the diagnostic 
studies were done five years ago and how extensive 
they were? 

Dr. Delp: They were done at Bethesda Naval 
Hospital. 

Mr. Liggett: Was a pelvic examination done? 

Dr. Klionsky: A pelvic was not done by any of 
the people who saw this patient in the last two weeks 
of ljfe. The referring physician stated he could not 
do a pelvic because the patient was too ill. 

Mary Howbert (fourth year medical student) : Do 
you know anything about the circumstances of where 


* Though a medical student in May, 1955, when this 
conference occurred, he, like the others referred to as stu- 
dents, received the M.D. degree in June, 1955. 


the body was found? Was she in bed, in a chair, or 
outdoors ? 

Dr. Klionsky: I do not know. 

Mrs. Howbert: Did she have any fever while in 
the hospital ? 

Dr. Klionsky: None was recorded. 

Mrs. Howbert: What medications did she receive 
in the hospital ? 

Dr. Klionsky: While in the hospital she had chloral 
hydrate. She was taking, on her own initiative, ‘‘tu- 
inal,” secobarbital, and pentaerythritol tetranitrate, 
apparently in fairly large doses, but without much 
effect on the pain. Her referring physician had given 
her meperidine. 

Mrs. Howbert: Was this pain constant or intermit- 
tent ? 

Dr. Delp: I think we may assume from the com- 
ments made that it was fairly constant. 

Alice Kitchen (fourth year medical student): Had 
this patient any kind of cardio-respiratory symptoms 
prior to two weeks ago? 

Dr. Klionsky: I do not know. 

Phillip Godwin (fourth year medical student): I 
get the impression that the patient was up and about 
at the time she came to the doctor. Is that correct? 

Dr. Klionsky: Yes. 

Dr. Delp: The patient was up and about all the 
time, even while she was in the hospital. 

Dr. Frank A. Mantz, Jr. (pathologist): I would 


che 
Cha 

ve 


Figure 1. Electrocardiogram. Standard leads (a) and unipolar leads (b). 
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like to add a little information about the terminal 
episode. Apparently she was having her usual com- 
plaints at home, but she was suddenly seized with 
more severe pain than she had had previously. She 
sent her husband out for some medicine to relieve 
the pain, but on his return to the home he found her 
dead. 

Dr. Delp: Was she dead in bed or on the floor? 

Dr. Mantz: I do not know. 

Dr. Delp: May we see the the electrocardiograms, 
Mr. Godwin? 

Mr. Godwin: The electrocardiogram (Figure 1a 
and 1b) was taken in the doctor's office. The rate is 
about 95 with a regular rhythm of sinus origin. The 
QRS vector is about 20 degrees; the T vector is 
about 150 degrees. The QRS vector points posterior- 
ly, and the T vector points anteriorly so that the 
QRS-T angle is somewhat greater than 130 degrees. 
There is inversion of the T waves in lead I, with 
isoelectric T waves in lead II. In leads V1, V2, and 
V3 there are rather deep S waves, and there are tall 
R waves in leads V4, V5, and V6. In leads V5 and 
V6 there is inversion of the T waves, but no deviation 
of the S-T segment. This electrocardiogram is com- 
patible with left ventricular strain with hypertrophy. 

Dr. Delp: Dr. Tice, the patient reportedly had 
been treated with 75 courses of radium. What does 
this mean? 

Dr. Galen Tice (radiologist) : I do not know what 
that means. 

Dr. Delp: Could it have meant hours of treatment ? 

Dr. Tice: It might have. Was the radium locally 
administered ? 

Dr. Delp: I assume that it was. 

Dr. Tice: Usually an hour of roentgen therapy 
doesn’t mean very much. 

Dr. Delp: Will you please present your differential 
diagnosis, Mr. Liggett ? 


DIFFERENTIAL DIAGNOSIS 


Mr. Liggett: The patient was a 40-year old woman 
who had been hypertensive for at least five years. At 
the time that she was first examined she had a big 
left ventricle, an enlarged liver, and swollen feet. 
I think we can say that she had hypertensive cardio- 
vascular disease. In accounting for the hypertension, 
which we will have to assume adds something of im- 
portance to this case, we must place some reliance on 
the studies that were done in the past. A young per- 
son who develops hypertension should have a work- 
up for pheochromocytoma and renal disease. The 
work-up was reported to be negative, so she probably 
had essential hypertension. There would be fairly 
good evidence for this. Essential hypertension would 
not be uncommon if she were from a hypertensive 
family. There was an elevation of the diastolic pres- 
sure in this patient; we do not know, of course, 


whether she was carrying this for five years, but it 
is possible. In the course of her hypertension she 
developed chest pain which radiated widely. 

In considering pain of the substernal type one must 
think of tumor, and this would be a good time to 
bring up the matter of the uterus. It is pure specu- 
lation, but 75 radium treatments leave me without 
anything to say except that possibly she was treated 
for carcinoma of the uterus, which can metastasize 
late. Surely we would have some other evidence of 
metastasis, and I cannot see any reason why it would 
cause hypertension. If it did go to the mediastinum 
and was causing pressure symptoms, one would surely 
see some evidence of it on fluoroscopy. 

In a discussion of substernal pain one must con- 
sider pericarditis, but the patient had a normal tem- 
perature in the hospital. There is certainly no evi- 
dence in the electrocardiogram of any current of 
injury that would make one think of pericarditis. 

The diagnosis of angina pectoris is made on clin- 
ical evidence, and it is relieved by nitroglycerin and 
rest. This patient’s pain was not of that type. If the 
patient had had chronic coronary insufficiency she 
might possibly have had pain for a long time. I 
could not, however, find any reference to an indi- 
vidual who had had coronary artery insufficiency for 
this long a time without developing an infarction. 

People with high blood pressure and mild failure 
often have various arrhythmias. This might have ac- 
counted for her dizziness, but it seems unlikely; it 
would not account for the pain. 

If the patient had had an infarction that could 
account for this much pain, she would certainly have 
had some fever and would probably have had to stay 
in bed. This patient was up and around. 

There is another structure in the chest which I have 
consciously avoided up to this point, and that is the 
aorta. It has the same innervation in the upper parts 
as the heart does, and one may get pain from that 
structure that closely resembles cardiac pain. If the 
patient did have disease of the aorta, and I think she 
did, one would have to consider syphilis. This oc- 
curs in the ascending aorta, and one would expect 
some murmurs and a positive serology. No murmurs 
were recorded, and no such aneurysm was seen on 
fluoroscopy. 

An arteriosclerotic aneurysm is unlikely because it 
usually occurs in older persons, although arterioscle- 
rosis is much accelerated in hypertensives. 

There is one other thing which occurs in young 
people who have had a high diastolic pressure for 
years, namely cystic medial necrosis of the aorta which 
may lead to a dissecting aneurysm. 

Both of the blood pressure values recorded are 
high, and this is significant. If blood had been escap- 
ing, the blood pressures would have fallen, and she 
would have had extreme vasomotor phenomena. She 
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had been having pain all the time. It was not a cat- 
astrophic thing at first, and one can visualize a 
dissection proceeding slowly and continuously. As 
the dissection continued farther it would account for 
the pain she had in her abdomen. 

This patient’s stay in the hospital -was short, and 
pain is a nebulous thing. Interpreting pain in a per- 
son who is rational is difficult enough, but this pa- 
tient was getting a lot of medication and she was 
terribly excited, so we don’t know what was going 
on. I think that she was having severe pain and that 
her mental symptoms were a reaction to it and to 
the drugs she was receiving. The pain could also have 
accounted for her fainting. 

After she went home we do not know what medi- 
cation she took, but she continued to have pain which 
I can account for only on the basis of a continuing 
process which did not infarct the myocardium. I think 
that she ruptured her aorta. I do not know, but I 
suspect that it was within the abdomen. 

Dr. Delp: Mr. Justus, how do you explain this 
patient's mental symptoms ? 

William J. Justus (fourth year medical student) : 
I think it was likely a psychosis from barbiturate in- 
toxication. 

Dr. Delp: You do not think the patient’s pain or 
discomfort had anything to do with it? 

Mr. Justus: It may have aggravated it, but I think 
the barbiturate was the underlying feature. 

Dr. Delp: Miss Kitchen, you saw the electrocardio- 
gram. Do you think it is compatible with Mr. Lig- 
gett’s diagnosis? 

Miss Kitchen: Yes sir, because hypertension is a 
predisposing factor in dissecting aneurysm, and this 
electrocardiogram is just the sort of tracing one would 
see in a hypertensive person. 

Dr. Delp: What do you think was the final episode 
in this patient, Mr. Godwin ? 

Mr. Godwin: I think it was a rupture of an aneur- 
ysm. Statistically the chances would be for a hemo- 
pericardium or hemothorax, but it could have been in 
the abdomen. 

Dr. Delp: Mr. Ketterman, the patient’s blood pres- 
sure was reported at the time she was in the hospital 
as being 240 systolic.and 140 or 150 diastolic. Is 
this compatible with the diagnosis ? 

Herbert Ketterman (fourth year medical student) : 
Yes, it is. One thing about dissecting aneurysms is 
that the blood pressure will stay elevated unless they 
rupture. 

Dr. Delp: Have you ever seen a patient with a dis- 
secting aneurysm, Mr. Justus? 

Mr. Justus: No, sir. 

Dr. Delp: Do you think the patient presented the 
clinical picture of dissecting aneurysm? 

Mr. Justus: Yes, sir. 

Dr. Delp: Mrs. Howbert. what about the duration 


of this patient’s illness? Was it compatible with the 
diagnosis ? 

Mrs. Howbert: Many of the patients reported died 
within a few seconds or minutes after the first symp- 
toms of dissection, but about 50 per cent lived for 
days or weeks. 

Dr. Delp: Miss Kitchen, have you completely dis- 
carded the possibility that this patient had a myo- 
cardial infarction which was not visible on the elec- 
trocardiogram ? 

Miss Kitchen: Yes, sir. 

Dr. Delp: I think that you were no more specific 
than to say that you thought this was post-aneurysmal 
rupture. Where do you suppose it ruptured ? 

Mr. Liggett: I think I did say that I thought it rup- 
tured into the abdomen. My reason for this was that 
the necrosis usually does not occur around the ascend- 
ing aorta. It is possible for these aneurysms to dissect 
back up to give a cardiac tamponade. I would sus- 
pect, from the continuing symptoms, that it dissected 
down the aorta and ruptured into the abdomen. 

Dr. Delp: Dr. Rankin, do you have any comments 
concerning this case? 

Dr. Thomas J. Rankin (internist): Not any very 
pretty ones. I would have to choose essential hyper- 
tension over pheochromocytoma or renal disease for 
the reasons discussed just a minute ago. My choice 
is also dissecting aneurysm, but I think the patient 
died of retrograde dissection and cardiac tamponade. 
Her mentai condition has been mentioned. A dissect- 
ing aneurysm involving the arch of the aorta and 
decreasing the circulation to the cerebrum would 
have to be considered as an explanation for part of 
her behavior. 

Dr. Delp: Dr. Peete, do you accept this diagnosis 
of dissecting aneurysm ? 

Dr. Don C. Peete (internist): Yes, it seems to me 
from what I have seen of dissecting aneurysms that 
this case fits the diagnosis. 

Dr. Delp: I was looking in Dr. Osler’s old system 
of medicine, and I found that he reported having 
seen a soldier who was dismissed from the British 
army because of an aneurysm. He lived in Montreal 
or thereabouts for 30 years subsequent to his discharge 
from the army. After he died, Dr. Osler was given 
permission to dissect and retain the aorta. It had 
recanalized itself with two channels from the ascend- 
ing arch down to the bifurcation of the iliacs. The 
two channels ran continuously and were entirely epi- 
thelialized. 

Dr. Wahl, will you please present the pathologist's 
report ? 

PATHOLOGY REPORT 


Dr. Harry R. Wahl (pathologist): We were not 
able to find anything on which to base a diagnosis of 
carcinoma of the cervix. In certain areas of the uterus 
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Figure 2. Section of heart and arch of aorta dissected 
to show the break (a) in the intima that allowed the 
blood to infiltrate into the degenerated media, produc- 
ing the aneurysm (b). 


there was scar tissue, but we could not even make the 
diagnosis of an irradiation reaction. The patient died 
of a cardiovascular disease. There were some changes 
in the kidneys, but they were those associated with 
essential hypertension. 

Upon opening the chest we found that the peri- 
cardial cavity was greatly distended and contained 
600 cc. of clotted blood. We found the lesion some 
of you anticipated, a dissecting aneurysm (Figure 2), 
and could demonstrate the place where the intima 
ruptured into the softened area of the media leading 
to the separation of the layers of the degenerated 
media by the infiltrating blood, resulting in a dis- 
secting aneurysm. 

There was a small lesion on the posterior part of 
the heart with extension of the aneurysm into the 


Figure 3. Photomicrograph of aorta rupture (a) and 
break (b) in the black staining elastic tissue (c) of 
the media. 


pericardial cavity. Sections through the aneurysm 
showed organization which would indicate that it 
had been there for days and possibly even weeks be- 
fore the final rupture occurred into the pericardial 
sac and precipitated almost immediate death. It is 
interesting to note the extensive atherosclerosis, scar- 
ring, and ulceration of the aorta, in spite of the fact 
that the patient was only 40 years old. There was 
another aneurysm just below the renal artery. 

A connective tissue stain of a coronary artery 
showed extensive atherosclerotic changes in the small- 
er blood vessels. The small arteries throughout the 
viscera and splanchnic areas showed similar involve- 
ment. 

An elastic tissue stain of a section of the aorta 
demonstrates a lack of elastic tissue fibers in the 
media (Figure 3). There are two conditions that pro- 
duce dissecting aneurysms; both of them are caused 
by changes within the media. In one the changes are 


Figure 4. Photomicrograph of the elastic tissue of the 
media separated into two distinct layers (b) between 
which the blood infiltrates (a) forming the dissecting 
aneurysm. 


chiefly within the musculature of the media, and this 
usually occurs in individuals who are more than 40 
years old. In the other type the changes are chiefly 
in the elastic tissue, and the condition usually occurs 
in individuals under 40 years of age. Sections from 
this patient show distinct changes in the elastic tissue 
of the aorta with disintegration of elastic fibers (Fig- 
ures 3 and 4). 

Dr. Klionsky: I would like to ask if anyone has 
ever seen a dissecting aneurysm in a pre-menopausal 
woman ? 

Dr. Delp: No. 

Dr. Klionsky: It is a rare occurrence. Therefore, 
I think it is an important item. 

Dr. Kurt Reissmann (internist): This case is a 
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very good example of the competence of Smithwick’s 
criteria. Smithwick, as you all know, stated that when- 
ever the pulse pressure is greater than one-half of the 
diastolic blood pressure plus 20, we should strongly 
suspect an atherosclerosis of the aorta. Now in this 
patient the pulse pressure was 150 while the diastolic 
pressure was only 130, so there was a high pulse 
pressure relative to the diastolic blood pressure and 
that was, from the beginning, strongly in favor of a 
severely diseased aorta. 

Dr. Wahl: There is one point that was brought 
out that I think we should clarify: the confusion as 
to the difference between atheroma of the aorta and 
medial necrosis. What this patient had was medial 
necrosis, not atheroma. In ordinary arteriosclerosis 
there is an atheromatous change which is within the 
intima. Our patient did not have much intimal change 
but did have extensive medial necrosis which is quite 
different. It weakens the aortic wall and leads to the 
separation of layers of the media and a dissecting 
aneurysm. 

Dr. Delp: Chest pain, continuous over hours, des- 
cending and migratory in character occurring in a 
patient with hypertension might reasonably suggest 
coronary disease. Since the symptoms were not asso- 
ciated with tangible changes such as shock and spe- 
cific electrocardiographic signs, the possibility of dis- 
section of the aorta became a distinct probability. The 
sudden death was compatible with cardiac tamponade. 


PATHOLOGICAL ANATOMICAL DIAGNOSIS 


Primary 

Medial cystic necrosis of the aorta. 

Recent dissecting aneurysm of the ascending aorta 
with rupture into the pericardium. 

Small saccular aneurysm of abdominal aorta. 

Hemopericardium, approximately 650 cc. of clotted 
blood. 

Hypertrophy and dilatation of the heart, weight 
480 grams (history of hypertension with blood pres- 
sure 280/130 for many years). 

Focal and diffuse fibrosis of the myocardium, slight. 

Subendocardial hemorrhages of right auricle. 

Arterio- and arteriolar nephrosclerosis, slight, and 
arteriolar sclerosis of pancreas. 

Arteriosclerosis of the thoracic and abdominal 
aorta, coronary, pulmonary, mesenteric, iliac, and 
splenic arteries, advanced. 

Acute congestion of the lungs and liver, slight; of 
the spleen, advanced. 


Accessory 

Nodular thickening of the cusps of the mitral 
valve, moderate. 

Calcified peripheral nodule of the lower lobe of 
the right lung. 

Pyelonephritis of the right kidney, moderate. 


Adenomatous hyperplasia of the left adrenal gland. 

Right double ureter. 

Infantile uterus. 

Healed midline lower abdominal scar. 

Surgical absence of the tubes and ovaries. 

Atrophy and stenosis of the cervix uteri (history 
of irradiation treatment for carcinoma of the cervix 
11 years prior to death). 

Chronic gastritis, moderate. 

Adenomatous nodular colloid goiter of the right 
lobe of the thyroid gland. 
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Evaluation of Foreign Students 


Approval of a program for evaluating foreign 
medical school graduates was given recently by the 
Board of Trustees of the American Medical Associa- 
tion. The board also accepted plans for administering 
a program proposed by a Cooperating Committee on 
Graduates of Foreign Medical Schools. 

The committee is composed of representatives of 
the A.M.A. Council on Medical Education and Hos- 
pitals, the Federation of State Medical Boards of the 
U. S., the American Hospital Association, and the 
Association of American Medical Colleges. 

Each foreign medical graduate who wishes to come 
to the United States as an intern or resident or in any 
other position that involves medical care of the 
American public must satisfy two requirements: 
(1) His credentials must clearly indicate that he was 
graduated from a bona-fide medical school; and (2) 
He must demonstrate, by examination, that he has 
medical knowledge equivalent to that demanded of 
graduates of schools in this country. 

This evaluation service will be established within 
an independent organization whose affairs will be 
directed by a board designated by all of the four 
organizations. It is expected that the service will be- 
come effective within the next year. 


Pediatric Patterns is the name of a new periodical 
published by Parke, Davis and Company to show the 
incidence of communicable diseases in any given area. 
It includes reports on poliomyelitis, diphtheria, strep- 
tococcal infections, measles, and whooping cough. 
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Tetracycline Lederle 


in the treatment of 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 

; the gall bladder, tubo-ovarian abscess, and 

retropharyngeal abscess. Prigot and his associ- 

ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. 


As a prophylactic and as a therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 


ACHROMYCIN SF 


ACHROMYCIN With STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion; important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
rapid and complete absorption, elimination 
of aftertaste. 


filled sealed capsules 


Albertson, H. A. and Trout, H. H, Jr.: Antibiotics Annual 1954-55, 


dical Ency , Inc., New York, N.Y., 1955, pp. 599-602. 
*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M.: 
ibid, pp. 603-607. 
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PHYSICIANS’ ACTIVITIES 


Dr. Farris D. Evans, Wichita, national surgeon 
general for the Veterans of Foreign Wars, was re- 
elected department surgeon of the state organization 
at a meeting held on June 3. He is also holding the 
office of surgeon for the Wichita post. 


Sumner County and the city of Wellington have 
established a full-time health department with Dr. 
Harry L. Cobean, Wellington, as director. 


The Parsons Clinic announces that Dr. J. Gary 
Campbell, formerly of Santa Barbara, California, 
joined its staff as ophthalmologist on July 1. Dr. 
Campbell is a graduate of Northwestern University. 
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Dz. John A. Grove, Newton, attended a meeting 
of the President’s Committee for Traffic Safety in 
Chicago last month. He is chairman of the Commit- 
tee on Trauma of the Kansas Chapter, American Col- 
lege of Surgeons. 


Dr. Robert Shaw, Claflin, gave a talk on polio at 
a recent meeting of the Claflin Parent-Teacher Asso- 
ciation. 


Dr. Paul H. Lorhan, of the University of Kansas 
Medical Center, served as an examiner for the Ameri- 
can College of Anesthesiologists in Chicago last 
month. 


Scientific exhibits for the September meeting of 
the Kansas City Southwest Clinical Society are being 
prepared by several departments and individuals at 
the University of Kansas Medical Center. One on 
“Digitalis” and another on ‘Phonocardiography” 


STANLEY GLEN LAING, M.D. 


Dr. S. G. Laing, 55, Kansas City physician 
who specialized in obstetrics, died on May 26 
while on a fishing trip in Lakeview, Arkansas. 
He had practiced in Kansas City since 1942, 
having graduated from the University of Min- 
nesota School of Medicine in 1940 and taken 
a two-year internship at St. Margaret's Hospital, 
Kansas City. Among the survivors is a brother, 
Dr. Maurice V. Laing, also of Kansas City. 


DALE E. Crark, M.D. 


Dr. Dale E. Clark, 36, who had been prac- 
ticing in Cedar Vale since 1952, died of ne- 
phritis on June 4. Dr. Clark’s college work was 
interrupted for four years while he served in 
the Army during World War II. He later com- 
pleted his work at the University of Kansas 
School of Medicine, from which he was gradu- 
ated in 1951. In his practice in Cedar Vale he 
was associated with Dr. L. Claire Hays. 


CLay EPHRAIM CoBurNn, M.D. 


An honorary member of the Wyandotte 
County Medical Society, Dr. C. E. Coburn, 83, 
died at his home in Kansas City on June 8. 
He had been in practice for 57 years, and, al- 
though he closed his office last fall, continued 
to see patients in his home. For 23 years he was 
a member of the Kansas State Board of Health, 

_ and he served two terms as its president. He 
was also on the board of the Kansas Tubercu- 


DEATH NOTICES 


losis Association for 25 years and was head of 
that organization for 14 years. All of his prac- 
tice was in Kansas City, except for service in 
the Army Medical Corps during World War I. 


Harry ROSWELL WAHL, M.D. 


Dr. H. R. Wahl, 69, a prominent figure in 
the Kansas medical scene for many years, died 
on June 18. He had been associated with the 
University of Kansas School of Medicine since 
1919, seven years after his graduation from 
Johns Hopkins University School of Medicine. 
Although his primary interest was in pathology, 
he had served in an administrative capacity for 
long periods of time, as acting dean from 1924 
to 1927 and as dean from 1927 to 1948. From 
the latter date until 1951 he was head of the 
Department of Pathology. Since that time he 
had been engaged in pathological research. 

Dr. Wahl was scheduled to retire this month 
when he reached his 70th birthday. In recog- 
nition of his services, the Kansas Board of 
Regents voted recently to change the name of 
the Medical Science Building at the Medical 
Center to Wahl Hall. 

He was a diplomate of the American Board 
of Pathology and held membership also in the 
American Association of Pathologists and Bac- 
teriologists and the College of American Pa- 
thologists. His recent research activities were 
in the fields of tumors of the sympathetic ner- 
vous system, disorders in fat metabolism, gastric 
lesions in Hodgkin’s disease, and leukemia. 
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A RESEARCH MILESTONE 


Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 


Specifically for Protein Anabolism— 


It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


CH, 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED — Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

DOSAGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

suppLy—Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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will be shown by Doctors E. Grey Dimond, James 
E. Crockett, T. K. Lin, and Sherman Steinzeig. 
“Prosthetic Devices to Facilitate Hand and Foot 
Function” will be exhibited by Dr. Donald L. Rose 
and Dr. Edward B. Shires, ‘Cerebral Angiography” 
by Dr. William P. Williamson and Dr. Karl 
Youngstrom, and ‘“Oculo-Systemic Syndromes” by 
the Department of Ophthalmology. 


Dr. Franklin D. Murphy, chancellor of the Uni- 
versity of Kansas, Lawrence, will serve on a special 
committee appointed by the Ford Foundation to plan 
distribution of an appropriation of $90,000,000 to 
the nation’s medical schools. 


Dr. Orville R. Clark, Topeka, has been named as 
a Topeka Board of Education appointee on the 
Washburn University Board of Regents. 


A report on a tour of Soviet Russia was made to 
the Wichita Rotary Club last month by Dr. Rene M. 
Gouldner, Wichita, who spent the month of May 
on his trip behind the Iron Curtain. 


Dr. Emery C. Bryan, Erie, was elected recently as 
vice president of the newly formed Neosho County 
Mental Health Association. 


Dr. Charles A. Hunter, Jr., of the University of 
Kansas Medical Center, recently became a diplomate 
of the American Board of Obstetrics and Gynecology. 


In recognition of his 50 years of practice, Dr. 
C. C. Nesselrode, Kansas City, was guest of honor 
at a party given by relatives and friends on June 3. 
A reunion of members of the 1906 medical school 
class of the University of Kansas was held on the 
same date at Lawrence. Other class members are Dr. 
John A. Crabb, Topeka; Dr. Mildred Curtis, lola, 
and Dr. Fred D. Lose, Madison. 


Dr. Philip A. Bearg, Topeka, resigned last month 
as state epidemiologist to accept a position as profes- 
sor of public health at Jefferson Medical School and 
director of the Fife-Hamill Memorial Health Center, 
Philadelphia. 


A surgical practice in Independence will be begun 
soon by Dr. M. K. Borklund, a graduate of Indiana 
University School of Medicine who recently com- 
pleted a residency at General Hospital, Kansas City, 
Missouri. 
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Dr. Leonard Diehl, who has been practicing in 
Osborne for three years, closed his office there last 
month to move to Oklahoma City to enter a general 
practice partnership with two other physicians. 


Dr. Roy A. Lawson, Jr., former instructor in 
medicine at the University of Kansas Medical Center, 
has been named superintendent of the new Southeast 
Kansas Tuberculosis Hospital in Chanute. 


Plans to enter practice in Cedar Vale have been 
announced by Dr. Ivan E. Lloyd, a 1955 graduate of 
the University of Kansas School of Medicine who 
recently completed internship at Wesley Hospital, 
Wichita. 


A feature story about Dr. Fred D. Lose, who has 
completed 50 years of practice in Madison, was 
published in recent issues of the Madison News and 
of the Emporia Gazette. He was honored at a com- 
munity celebration on June 10. 


Dr. Charles LeRoy Williams was named presi- 
dent of the Sedgwick County Heart Association at a 
meeting held in Wichita last month. Dr. Katherine 
Pennington was elected vice-president in charge of 
programs. A panel discussion on “New Advances in 
Treatment of Heart Diseases’ was presented at the 
meeting by Dr. Pennington, Dr. Ben H. Buck, Dr. 
W. Carter Goodpasture, and Dr. C. Gayle 
Stephens. 


Dr. G. George Ens, who recently completed in- 
ternship at St. Luke’s Hospital, Kansas City, Mis- 
souri, began general practice in Hillsboro on July 1. 


Dr. William F. Splichal, who has practiced in 
Belleville since 1931, moved to Manhattan last 
month and has opened an office there. 


The city commission of Topeka recently reappoint- 
ed Dr. B. I. Krehbiel to its health advisory board. 


A feature story about Dr. H. B. Hogeboom, To- 
peka, was published in the June 10 issue of the To- 
peka Daily Capital. Dr. Hogeboom was celebrating 
the 60th anniversary of his graduation from medical 
school. 


Dr. C. W. Erickson, Pittsburg, addressed the 
Lyon County Medical Society in Emporia on the sub- 
ject of “The Tired Patient” on June 5. 
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Peach-flavored, 


peach-colored, newest 
liquid form of the 
established broad- 
spectrum antibiotic... 
TERRAMYCIN®t 

125 mg. per 5 ce. 
teaspoonful; 


specially homogenized 


for rapid absorption; 
bottles of 2 fl. oz. 
and 1 pint, packaged 


ready to use. 


delightful peach taste in 
broad-spectrum therapy 


BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. (Pfizer 


tBrand of oxytetracycline 
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Dr. Harry J. Davis, who has practiced in Topeka 
for 31 years, announced his retirement recently. 


Dr. George Hopson, formerly of Stockton, is 
now practicing in DeSoto, Missouri. 


Participate in Research Program 


Thirty-nine physicians of the Wichita area are now 
participating in a research project of the National 
Disease and Therapeutic Index. A study is being 
made of the nature, scope, and frequency of occur- 
rence of non-fatal disease, injury, and other conditions 
seen by the doctor in private practice in the United 
States. 

Statistical data will be compiled to show why pa- 
tients see doctors and what types of treatment they 
receive. Nearly 900 doctors in 27 areas of the country 
are cooperating in the study. The Wichita group is 
composed of 21 general practitioners, five internists, 
four surgeons, three obstetrician-gynecologists, two 
urologists, two otolaryngologists, one pediatrician, 
and one dermatologist. 

Evaluation of reports for the first three-month 
period indicates that the results of the study will be 
of value. Each participant will report four times a 
year on the age, sex, diagnosis or diagnoses, and 
therapeutics administered to or prescribed for each 
patient seen during the course of a 48-hour period. 
The names of the patients are not reported, and the 
reporting physicians are not identified with case 
records. 

The data will be processed and evaluated in 1957. 


Denver Chiropractor Dies 


A paragraph in a recent issue of Time reported 
the death of “Dr. Leo L. Spears, 62, high-flying 
quack, head (since 1943) of Denver's glassy Spears 
Chiropractic Sanitarium.” 

Long a controversial figure, Spears was charged 
with manslaughter on the death of a young patient 
six weeks after he opened his clinic. He was acquitted, 
sued state health officials for $300,000, and lost the 
case. He later sought damages for libel suits totaling 
some $36 million but did not collect. The Colorado 
State Medical Society was one of the defendants in 
a 1955 suit. 

Although the hospital property was appraised in 
1954 at $8,360,000, Spears felt that his progress was 
hampered by the “medical monopoly.” His chief tar- 
gets were the Veterans Administration, which does 
not authorize payment for chiropractic treatment for 
veterans, and the American Medical Association. 

The Spears institution, which on occasion bought 
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as much as a full page of newspaper space in a 
Kansas daily to advertise its “success” in treating 
polio and muscular dystrophy, also mailed booklets 
in bulk to Kansans, picturing and describing patients 
it had “cured” of cancer, cerebral palsy, and other 
dread diseases. 


ANNOUNCEMENTS 


American College of Gastroenterology, annual 
course in postgraduate gastroenterology, The Roose- 
velt, New York City, October 18-20. Information 
available from the College, Department P.G., 33 
West 60th Street, New York 23, New York. 


Eighty-fourth annual meeting, American Public 
Heaith Association, and meetings of 40 related or- 
ganizations, Convention Hall, Atlantic City, Novem- 
ber 12-16. Write A.P.H.A., 1790 Broadway, New 
York City. 


Seventh Congress, Pan-Pacific Surgical Associa- 
tion, Honolulu, Hawaii, November 14-22. Physicians 
invited. Address Dr. F. J. Pinkerton, Room 230, 
Young Building, Honolulu. 


The American Academy of Obstetrics and Gyne- 
cology has been renamed the American College of 
Obstetricians and Gynecologists. Headquarters are 
located at 116 South Michigan, Chicago 3, Illinois. 


The American Board of Obstetrics and Gynecology 
announces that applications for certification for 1957 
examinations are now being accepted. Deadline is 
October 1. Address Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6, Ohio. The Part I ex- 
amination this year was taken by 430 candidates, with 
382 successfully completing the work. Three hundred 
seventeen of 415 candidates for Part II examinations 
were certified. 


Examinations for qualified fellows of the Interna- 
tional College of Surgeons will be held in Chicage, 
July 23 and 24 and October 29 and 30. Oral con- 
ferences on August 6 and October 22. Details avail- 
able from Secretary of the College, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


Total holdings of Series E and Series H. Savings 
Bonds, according to Treasury Department records in 
April, amounted to $40,630,000,000. 
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DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Are Smoother 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 
smoother—never rough. Only Viceroy has is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 


Yes, smoother taste because there are 


TWICE AS MANY FILTERS 
IN EVERY VICEROY TIP 


as the other two largest-selling filter brands! 


VICEROY 


Filter Tip 


CIGARETTES 
Viceroy’s exclusive filter is made from 
pure cellulose—soft, snow-white, natural! KING-SIZE 


THE VICEROY TIP HAS a 
| 
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THE MONTH IN 
WASHINGTON 


Editor’s Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


Before the end of the year hundreds of thousands 
of dependents of military personnel, living in all 
parts of the country, should be receiving their medi- 
cal care from private physicians and in private hos- 
pitals under the new program authorized this year 
by Congress. While Defense Department has not yet 
completed regulations to implement the act, the law 
itself lays down the basic principles governing the 
program. 

The House Armed Services Committee first at- 
tempted to decide on a system or systems for furnish- 
ing private care, through Blue Cross, Blue Shield, 
arrangements with state medical societies, commer- 
cial insurance or ‘home town care,” such as Veterans 
Administration successfully employs. But the com- 
mittee gave up on the problem, and Congress finally 
tossed it to the Secretary of Defense by stating in the 
bill that he shall “. . . after consultation with the 
Secretary of Health, Education, and Welfare . . . 
contract for medical care for such persons . . . under 
such insurance, medical service or health plan or 
plans as he deems appropriate.” A Defense Depart- 
ment task force now is attempting to decide how to 
work out the contracts. 

Although several groups of dependents will be en- 
titled to medical care, only wives (or husbands) and 
children of men on active duty will be certified for 
civilian care. The others will be admitted to military 
medical facilities on “‘availability of space” basis. 
While generally spouses and children of active duty 
personnel will have a choice of private or military 
care, there is this limitation: The Secretary of De- 
fense may designate certain areas where private care 
will not be authorized, if in his opinion those areas 
have military facilities adequate to care for the ser- 
vice families. 

Dependents will be required to pay the following 
charges: For care in military facilities, subsistence and 
“in-hospital” charges (set by Secretary of Defense 
and currently $1.75. per day) ; for private care, the 
same fees or the first $25, whichever is the larger. 

The time limit or private care is 12 months, but 
if hospitalization still is required after this period the 
deperdent will be protected. In this case the Defense 
Department will transfer the dependent to a military 
facility or will make direct payment to a private hos- 
pital. 
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Although regulations will spell out limitations and 
authorizations in more detail, the law makes the fol- 
lowing provisions: 

Care in military facilities to include: 1. Diagnosis, 
treatment of acute medical and surgical conditions, 
treatment of ‘‘contagious diseases,” immunization, 
and maternity and infant care. 2. Hospitalization for 
nervous and mental disorders, chronic diseases, or 
elective medical and surgical treatments bat only in 
“special and unusual cases’ and for not more than 
12 months. This would be provided at the discretion 
of the Secretary of Defense. Dental care is not author- 
ized except in unusual cases, while abroad, or at re- 
mote stations in the United States. 

Private care will include: 1. Hospitalization in 
semi-private accommodations up to one year for each 
admission, including all necessary services and sup- 
plies furnished by hospital. 2. Medical and surgical 
care incident to hospitalization. 3. Complete obstet- 
rical and maternity service, including prenatal and 
postnatal care. 4. Physician or surgeon’s services prior 
to and following hospitalization for bodily injury or 
surgery. 

Under the private care program, some services may 
be furnished outside the hospital, such as surgery in 
a doctor's office, x-rays, or laboratory tests, ‘but not 
what is normally conceived to be out-patient care.” 
If experience shows they can be afforded, additional 
services may be authorized, but whatever the scope 
of private care, it cannot exceed that furnished in 
military facilities. Out-patient care will be furnished 
by military facilities, but “uniform minimal” charges 
may be imposed as a restraint on excessive demands. 


Federal appropriations for medical research are 
at an all-time record, explained in part by Senate ap- 
proval of a 48 per cent increase over last year’s funds. 

Dr. Lowell T. Coggeshall, special assistant to 
HEW Secretary Folsom, believes some “wise changes” 
should be made in medical economics to facilitate 
payment for the ‘‘spectacular’’ new medical services. 
He expressed his views in addressing a group at the 
University of Pennsylvania Medical School. 

Russia and eight satellites, out of active participa- 
tion in the World Health Organization for more than 
six years, now are back in; they agreed to pay 5 per 
cent of past-due assessments over a 10-year period. 

The highway program contains a provision for a 
one-year study of traffic safety, a problem in which 
the American Medical Association has been actively 
interested for years. 


The American Hospital Association reports that 
275,000 professional nurses provided service in hos- 
pitals in 1954. This includes more than 245,000 hos- 
pital employees and nearly 30,000 private duty nurses. 
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Mental Disease 


The Development and Present Status of Surgical Treatment 


DEAN COLLINS, M.D., Panama Canal Zone 


Medicine is constantly searching for newer and 
more effective methods of treating the ills of man- 
kind. Each generation of physicians sees old prac- 
tices continued, new developments made, old tech- 
niques improved, former methods revived, and pres- 
ent ones discarded. The history of every disorder is 
filled with these undulations that provide for the 
progress of the profession. Although in the immediate 
consciousness of the casual observer one man may be 
identified with a particular disease, its diagnosis and 
therapy is the result of almost innumerable contribu- 
tions by his predecessors, contemporaries, and suc- 
cessors. 

Since the dawn of mankind the healers of the race 
have treated mental disorders. There has been an end- 
less progression of various modes of therapy; yet, 
spanning the entire period, surgical intervention has 
waxed and waned in its degree of acceptance. This 
article gives a review of its development and rccep- 
tion. 

Surgery itself emerged as a branch of the healing 
arts in the early era of prehistoric man. There is good 
archeologic evidence that primitive man used surgical 
procedures in his attempts to relieve suffering or cor- 
rect abnormalities. The procedure of trepanation of 
the skull is of particular significance in this discus- 
sion. Ancient examples of trephined skulls have been 
discovered in many parts of the world. It has been 
established that those unearthed in France in the 
middle of the 19th century date back to one of the 
stone ages of man. The practice apparently originated 
in Europe and North Africa during the time of the 
megalithic constructions—5,000 to 4,000 years ago.?* 

Numerous investigators have conjectured as to the 
purpose of this operation. Wakefield and Dellinger 
described primitive man’s concept of pathology: “He 
regarded all disease as belonging to one of three cate- 
gories: (1) Disease was something projected into the 
body of the victim. (2) Disease was something that 
could be taken from the body of the victim. (3) Dis- 
ease was the effect of something on some part of, or 
some object connected with, the body of the victim. 
It is reasonable, therefore, to state that whenever and 


This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected 
for publication by the Editorial Board from a group judged 
to be the best by the faculty at the school. Dr. Collins is 
now serving his internship at Gorgas Hospital, Panama 
Canal Zone. 


wherever the first human skull was trephined, prob- 
ably one of these concepts, or more than one, was the 
compelling motive for the procedure. The operation 
was performed: (1) to permit the entry or projection 
of something into the body of the victim, (2) to 
permit escape of, or to take from the body, something, 
or (3) to combat sorcery. Objections could be raised 
to calling this a surgical procedure on the grounds 
that surgical procedures are performed for objective 
reasons and not to allow some imaginary material to 
escape. In answer to these objections it may be stated 
that demons, spirits or other supernatural beings were 
objective to the primitive. No one should ever suspect 
that primitive man was insincere in his reasons for 
trephining the skull.’’>+ 

Although there were undoubtedly various indica- 
tions for trepanation, the question of whether it was 
performed for mental disorders, as such, remains de- 
batable. Broca came to the conclusion, after extensive 
work on pre-Columbian trepanation in Peru, that it 
“was performed only upon young subjects; that, 
therefore, it was performed for epileptic crises, or 
even upon the insane. The object was to allow the 
escape of the demon—the spirit that had caused the 
headache.” (Quotations from foreign literature were 
translated by the author.) 

Lucas-Championniére was convinced that motiva- 
tions were much simpler than the “‘religious fanati- 
cism’’ suggested by Broca. ‘Authors who have given 
free rein to their imaginations have found highly ro- 
mantic interpretations for their observations. They 
suppose that primitive man must have opened the 
skull to let out the demons causing convulsions or 
insanity.”°4 Instead he believed that motivations were 
arrived at by empirical means—"'a series of regular 
observations, greatly delayed by tradition. This ther- 
apy disappeared over the centuries, leaving only trepa- 
nation limited to fractures of the skull, a practice 
one may consider only a remnant of the more ex- 
tensive and more perfect prehistoric practice.’’+ Bal- 
lance, Sigerist, and Hrdlicka, among others, mention 
trepanation as a therapeutic measure for insanity. 

Research during the past century among primitive 
or aboriginal groups in North Africa, the Balkans, 
Peru, and the South Pacific has contributed to the un- 
derstanding of this question. 

“The operation of trephining of the skull is still 
being attempted by present-day aborigines; and if a 
deduction is permitted from the present practice, the 
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purpose of trephination (as intimated previously) 
was to afford relief from convulsions, epilepsy, head- 
ache and mental disorders. This operation was not so 
much to affect the cranial contents or the skull but 
to afford an opening for the evil spirit to escape from 
the skull of the sufferer.”’*! 

Selling has given an interesting reconstruction of 
the prehistoric indications for the operation. ‘‘Con- 
fronting the witch doctor in the present instance was 
a patient who was definitely down-hearted, who 
couldn’t concentrate on the business of acquiring 
enough food-stuff to sustain himself and his family, 
and whose family wanted something done about it. 
The witch doctor, so far as we know, was the earliest 
psychiatrist, for he had a technique for curing the 
mental affliction of this injured individual. . . . It is 
interesting to note that most of the skulls which have 
been observed in various places where trephining was 
carried out by primitive people belonged to women. 
Either in the early days of the race women were more 
subject to headache, convulsions or insane behavior 
than men, or they were easier to operate upon. It 
would seem, nevertheless, reasonable to assume that 
the first operations were performed on men, because 
only from the experience of seeing the results of an 
injury to a man’s skull could the priest come to the 
conclusion that the seat of the intellect, or the seat 
of the motor control of the body lay in the brain.’’4s 

Trepanation of the skull continued through the re- 
corded history of the Greek, Roman, and Arabic eras 
of medicine, but only in the treatment of fractures. 
The first recorded recommendation of surgery for 
mental disorders comes from the Golden Period of 
the Salernitan school of medicine. Roger Frugardi 
(Roger of Salerno) in his Cyrurgie states that “for 
mania and melancholy, the skin is incised in the 
shape of a cross on the top of the head, and the skull 
is perforated in order that matter may emanate (i.e., 
as a vapor) to the exterior. The patient, however, 
is held in chains and the wound is dressed as we 
have explained above.’ 

Willehelmi de Congenis (Guillaume de Burgensis) 
patterned his Cyrurgia in large part after Roger of 
Salerno. He recommends that “for mania and melan- 
choly the patient is held fast in chains and then on 
the top of the head an incision in the shape of a 
cross is made. The skull is perforated with a trephine 
so that matter may emanate, and if anything is there 
that may be cleansed through the opening, that is 
done. Afterwards the treatment of the skull and the 
wound proceed (as explained above) He also 
describes the management of “‘precipitous insanity.” 

“Whenever someone suddenly becomes deranged 
and speaks as if insane, a pullet divided in the mid- 
line or a puppy is tied on his head. If this is not 
effective, a cauterization is made on the anterior part 
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of the head. The hand is then placed upon the apex 
of the patient’s nose and the cauterization is made at 
the tip of the longest finger.’ 

Steinschneider discovered a description of a trepa- 
nation for melancholy in a fragment of an unedited 
work, “ha Josher’’—a 13th century Hebrew manu- 
script—in which an otherwise unknown physician, 
called Heinrich von Erpendora, or Heinrich von Er- 
furt, physician to Bishop Hegmon of Cologne, states: 

“And if all this does not help, then one must pro- 
ceed in the following manner—one may perform 
this operation (Pe’ ulla) only if the man looks so 
completely hopeless that death would be better than 
life. Actually I did this myself on someone who had 
been referred to me in extremis, after I had pro- 
ceeded without result with every therapeutic measure 
all the books mention. 

“I then took the skull of a corpse, weighed it and 
measured its thickness, and prepared a silver stick, 
to one end of which was skillfully attached a nail 
that would not puncture the deepest covering of the 
main (pia mater), for it is a fact that there are 
three layers of covering over the brain. I first removed 
the hair, skin and flesh with an instrument which I 
will mention in (the section on) the technique of the 
surgery. Then (I ordered) a piece of wood or iron ap- 
plied, and around this carefully made fine perforations, 
after I had given him (the patient) a sufficient seda- 
tive (Schlaftrunk). Then I took a small piece of iron 
with a skillfully fashioned point that could penetrate 
through the hole only the thickness of the bone, and 
with it broke (the skull) from hole to hole until I 
could loosen the bone from the skin—I had previ- 
ously poured a little rose oil in the holes. When I 
opened the head, immediately there arose a vapor as 
from a boiling pot, and simultaneously he was cured. 

“T laid a thin cloth on his brain, and on that a 
salve which promotes tissue growth, and which I 
will mention in the section on surgery, until he was 
completely cured. I ordered him to be careful the 
rest of his life—any physician will understand why. 
I also ordered him to refrain from coitus for a year.’’>1 

In 1526, Paracelsus wrote a book on mental dis- 
eases, not published until 1567, in which he de- 
scribed both medical and surgical therapy of mania. 

“As in the case of the ‘falling sickness” (epilep- 
sy), so must we consider and arrive at a cure for 
mania. The treatment for mania, however, is of two 
types: one surgical, the other physical. Yet it occa- 
sionally happens that both must be employed at the 
same time. First let us consider the surgical cure, 
then the physical. We present here the management 
which ought to effect a cure. Although the surgery 
is difficult to explain, we give this advice to everyone: 
that no one should undertake it unless he has been 
expertly trained by unique experiences in all sorts of 
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cases—this we suggest honestly in the book on ex- 
ternal cures. In practice the surgery is performed 
thusly: first, make a hole at the site of origin of the 
mania. If there is any doubt about its location, open 
the ends of the digits of the feet and hands, and make 
a hole in the center of the head. This latter opening 
may be of two types: either lift and remove the skin 
so that the bare flesh shows, or else make other holes 
so that a scab falls out and the hole remains. Indeed 
this operation must be performed according to the 
type of sickness. If the disease is severe and recur- 
rent, then the first skin opening does not affect the 
primary cause of the mania, but since one has gone 
this far, one must proceed to make another deeper 
wound. This latter opening allows emanation of a 
type of secretion (vim). Now follows the recipes 
for both openings.’’#4 

Paracelsus then gives the prescriptions for three 
different ointments to be used in the trepanation per- 
forations as healing medications. 

The 1671 edition of Severinus’ De Efficaci Medicina 
also advocated the trepanation of the skull for the 
cure of mania and melancholy. He quoted Antonius 
Guainierius (mid-15th century) that many patients 
had had portions of the skull burned out, the mem- 
branes exposed, and inspected.!* 

Surgery of the brain remained essentially in the 
same state over the next two centuries until, under 
the influence of experimentation in other fields, in- 
terest in experimental work on the brain began to 
develop. Man himself has been the subject of experi- 
ments of nature, and of his own devising, and a 
considerable body of knowledge has grown up con- 
cerning the effects of tumors and injuries of the 
brain. In 1691, Robert Boyle described the case of 
a British horseman who, after having been thrown 
from his mount, suffered a combined sensory and 
motor paralysis of one side of his body. 

“On examination of his head a depressed fracture 
was disclosed just beneath the vertex on one side. 
When the large spicule of bone that had pressed upon 
the underlying dura mater was removed by the sur- 
geon, the young nobleman recovered not only motor 
power, but also sensory perception in his afflicted 
arm and leg—and, so the record goes, he also re- 
covered his ‘spirits.’ This remarkable case history 
stands as a landmark in the history of functional 
localization in the human brain—one of those extra- 
ordinarily prescient observations that might have led 
to the discovery of the motor area nearly two hundred 
years before it was in fact recognized.’’4 

Knowledge of the function or influence of the 
frontal lobes themselves was enhanced by the reports 
by Harlow of the case of Phineas Gage. In 1848, 
Gage sustained an injury in which a tamping bar was 
driven through his skull, entering ‘“‘anterior and ex- 
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ternal to the angle of the inferior maxillary bone on 
the left’ and emerging slightly to the right of the 
sagittal and anterior to the coronal sutures. The first 
report describes in some detail the lengthy recovery 
period, and the second presents a 20-year follow-up 
on the case, just after Gage’s death. In the latter 
Harlow describes the patient on a visit seven months 
after injury. 

“General appearance good ; stands quite erect, with 
his head inclined slightly towards the right side; 
his gait in walking is steady; his movements rapid, 
and easily executed. . . . His physical health is good, 
and I am inclined to say that he has recovered. Has 
no pain in head, but says it has a queer feeling which 
he is not able to describe. Applied for his situation 
as foreman, but is undecided whether to work or 
travel. His contractors, who regarded him as the most 
efficient and capable foreman in their employ previous 
to his injury, considered the change in his mind so 
marked that they could not give him his place again. 
The equilibrium or balance, so to speak, between his 
intellectual faculties and animal propensities, seems 
to have been destroyed. He is fitful, irreverent, in- 
dulging at times in the grossest profanity (which was 
not previously his custom), manifesting but little 
deference for his fellows, impatient of restraint or 
advice when it conflicts with his desires, at times 
pertinaciously obstinate, yet capricious and vacillat- 
ing, devising many plans of future operation, which 
are no sooner arranged than they are abandoned in 
turn for others appearing more feasible. A child in 
his intellectual capacity and manifestations, he has 
the animal passions of a strong man. Previous to his 
injury, though untrained in the schools, he possessed 
a well-balanced mind, and was looked upon by those 
who knew him as a shrewd, smart business man, very 
energetic and persistent in executing all his plans of 
operation. In this regard his mind was radically 
changed, so decidedly that his friends and acquaint- 
ances said he was ‘no longer Gage.’ ”?° 

It is interesting to note that Harlow was not stimu- 
lated to pursue the explanation for the behavioral 
changes observed. 

“This case is chiefly interesting to me, as serving 
to show the wonderful resources of the system in 
enduring the shock and in overcoming the effects of 
so frightful a lesion, and as a beautiful display of 
the recuperative powers of nature. . . I can only say, 
in conclusion, with good old Ambroise Paré, “I 
dressed him, God healed him.’’26 

The late 19th century brought with it a greatly 
heightened interest in pathology and animal experi- 
mentation. This was the flowering age of physiology, 
and with the discovery of the motor area in 1869- 
1870, the concept of functional localization in the 
forebrain developed rapidly. There followed numer- 
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ous experimental ablations of the frontal lobes of 
animals, but the emotional changes were poorly dif- 
ferentiated from the learning deficits. David Ferrier, 
in 1875, gave a brilliant description of the effects of 
orbitofrontal ablation in monkeys: 

“The experiments show conclusively than an animal 
deprived of its frontal lobes retains all its powers of 
voluntary motion unimpaired, and that it continues 
to see, hear, smell, and taste, and to perceive and 
localize tactile impressions as before. It retains its 
instincts of self-preservation, retains its appetites, and 
continues to seek its food. It is also capable of ex- 
hibiting various emotions. The result, therefore, is 
almost negative, and the removal of a part of the 
brain which gives no external response to electric 
stimulation exercises no striking positive effect; and 
yet the facts seem to warrant the conclusion that a 
decided change is produced in the animal’s character 
and disposition. For this operation I selected the most 
active, lively, and intelligent animals which I could 
obtain. To one seeing the animals after the removal 
of their frontal lobes little effect might be perceptible, 
and beyond some dullness and inactivity they might 
seem fairly up to the average of monkey intelligence. 
They seemed to me, after having studied their char- 
acter carefully before and after the operation,, to 
have undergone a great change. While conscious of 
sensory impressions, and retaining voluntary power, 
they, instead of being actively interested in their sur- 
roundings, ceased to exhibit any interest in aught be- 
yond their own immediate sensatiqas, paid no at- 
tention to, or looked vacantly and indifferently at, 
what formerly would have excited intense curiosity, 
sat stupidly quiet or went to sleep, varying this with 
restless and purposeless wanderings to and fro, and 
generally appeared to have lost the faculty of intelli- 
gent and attentive observation.””!! 

Bianchi made similar astute observations on behav- 
ioral changes in monkeys whose frontal lobes had 
been removed, but it was not until after the work of 
Pavlov that objective methods for analyzing the 
changes were developed, and such work met with 
general acceptance. 

Goltz, disagreeing with the concept of functional 
localization, attempted to show through artificial 
lesions of the cerebral cortex in dogs that the extent 
of behavioral change which followed any given lesion 
depended upon the extent of the lesion, irrespective 
of the area removed. He noted that lesions in the 
posterior part of the cortex were followed by a gen- 
eral slowing of spontaneous activity, whereas those 
in the frontal lobes were followed by hyperactivity 
and signs of what we now term “‘sham rage.” 

These observations led Gottlieb Burckhardt, di- 
rector of the Insane Asylum in Préfargier, Switzer- 
land, to institute surgical removal of portions of the 
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left temporoparietal region in six violent schizophren- 
ics. He reasoned that this procedure might have a 
calming effect on agitated patients who were respond- 
ing with disturbed behavior to vivid hallucinations. 
“If we could remove these exciting impulses from the 
brain mechanism, the patient might be transformed 
from a disturbed to a quiet dement.’’16 

Four operations were required in his first patient, 
who eventually recovered sufficiently to live at peace 
with her fellow patients. There were five other pa- 
tients operated upon with one fatality and one social 
recovery, although this patient died by drowning a 
month after discharge. This work met with violent 
opposition in the medical profession, and he was 
forced to abandon the procedure. However, he pub- 
lished a detailed report of his work, concluding with 
the statement: “But I would not allow myself to be- 
come discouraged, and hope that my colleagues will 
nonetheless, while utilizing my experience, themselves 
tread the path of cortical extirpation with ever better 
and more satisfactory results.’’!9 

Burckhardt must be considered the first physician 
in modern times who undertook a surgical operation 
upon the anatomically intact brain in the hope of re- 
lieving mental symptoms. The next investigator to 
enter the field was the Russian surgeon Puusepp, who, 
in 1910, severed the connections between the frontal 
and parietal lobes unilaterally in three patients with 
manic-depressive psychoses. He met with so little suc- 
cess that he did not publish a report until the advent 
of prefrontal lobotomy. 

Psychosurgery in the modern sense had its origins 
in the pioneering investigations of Egas Moniz in 
1935. Moniz, a Portuguese neurologist, for some years 
previous to this time had been interested in the status 
of therapy of mental disorders. The communication 
with which he first made public his experimental 
work with lobotomy opens with the preface: “Ther- 
apy in psychiatry is anything but encouraging, with 
the exception of malaria therapy in paresis. Every at- 
tempt made to increase the possibilities of cure in 
the psychoses should, consequently, receive the be- 
nevolent attention of all those consecrated to the 
thankless and difficult task of treating the insane. The 
ideas on pathogenesis and the new methods of treat- 
ment which we have formulated could appear too dar- 
ing; nevertheless, we hope that the results already ob- 
tained will justify our audacity.”37 

To justify performing the operation on human 
beings he relied largely upon the detailed reports by 
Brickner of the patient whose two frontal lobes had 
been removed by Dandy in 1930 for an extensive 
meningioma. In spite of marked behavioral changes 
observed in this patient, Brickner felt that his psychic 
function was altered more in quantity than in quality 
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and that he remained essentially the same type of 
person after the operation. 

With these ideas germinating in his mind, Moniz 
attended the Second International Neurological Con- 
gress in London in the summer of 1935. The stimulus 
for his future work came from a symposium on the 
frontal lobes. In the preface to his larger monograph 
on the work he cites the comments of both Henri 
Claude and Clovis Vincent on the functions of the 
frontal lobes and the effect of their ablation. He also 
directs attention to the report of Fulton and Jacobsen 
on the behavioral changes observed in chimpanzees 
following bilateral removal of the frontal areas. He 
later stated that results reported for the chimpanzee 
convinced him that the operation would be useful in 
man. 

Fulton describes the events at that symposium: 
“Following this procedure there was no sign of re- 
flex change in either animal and on superficial inspec- 
tion their cage behavior did not seem to have altered 
particularly. On closer scrutiny, however, it was evi- 
dent that a profound change had occurred, for prior 
to the second operation both animals showed frus- 
trational behavior. . . . Following the second operation 
the animals seemed devoid of emotional expression 

. as Jacobsen said picturesquely: ‘It was as if the 
animal had joined the happiness cult of the Elder 
Micheaux and had placed its burdens on the Lord.’ 

“After the paper was read, in which behavioral 
changes in our two chimpanzees were described (in 
London in August of 1935), Dr. Moniz arose and 
asked if frontal-lobe removal prevents the develop- 
ment of experimental neuroses in animals and elimi- 
nates frustrational behavior, why would it not be 
feasible to relieve anxiety states in man by surgical 
means? At the time we were a little startled by the 
suggestion, for I thought that Dr. Moniz envisaged a 
bilateral lobectomy which, though possible, would be 
a formidable undertaking in a human being.”’!® 

Moniz reasoned that in psychotic individuals there 
was a certain stereotyped behavior, an unceasing round 
of complaints, mannerisms, verbigerations, delusions, 
and hallucinations that might well be associated with 
abnormal stabilization of synaptic patterns in the 
brain. “In accordance with the theory which we have 
just developed, one conclusion is derived: to cure 
these patients we must destroy the more or less fixed 
arrangements of cellular connections that exist in the 
brain, and particularly those which are related to the 
frontal lobes.’’37 

With this formulation he persuaded Almeida Lima, 
a neurosurgeon, to operate on certain patients who 
had proved refractory to other methods of treatment. 
Sobral Cid, professor of psychiatry of the Medical 
Faculty of Lisbon, assisted in selection of cases and 
provided clinical observations. At first alcohol injec- 


tions were made into the subcortical white matter, 
but later an instrument (leucotome) was designed to 
cut spherical cores. The first report covered 20 pa- 
tients, all agitated psychotics of different types. The 
results published were: 

“1. No mortality. The procedure is harmless when 
the necessary precautions are taken. 

“2. No patient was made worse by the operation. 

“3. In all the cases, there resulted: 


Cure (clinical) ..:...... 35% (7) 
35% (7) 


“The psychic symptoms most effectively relieved 
by the treatment were anxiety, delusions in depression 
and hypochondriasis, psychomotor excitation, manic 
reaction and secondary paranoid delusions.’’57 

It was not without a measure of trepidation that 
Moniz entered upon this work. In the preface to his 
monograph he states: ‘‘Scientific investigation in the 
clinical field is often very difficult, since it places in 
jeopardy the lives of the patients, which we, as phy- 
sicians, hold in highest regard. Considerable reflection 
is necessary before performing procedures which 
could be injurious to the patient. Every circumstance 
must be taken into consideration; every hypothesis 
must be weighed and pondered.’’#® 

He foresaw the controversy that was to arise fol- 
lowing the introduction of such a radical procedure: 
“We are convinced that rather lively discussion over 
this work will arise in the disciplines involved— 
medical, psychiatric, psychologic, philosophic, social, 
etc. We are expecting it, in the hope that this dis- 
cussion will aid in the progress of science and espe- 
cially in the improvement of the state of mental pa- 

During the next year Moniz published the results 
of his work and formulations of the neurophysiology 
involved. In France, Germany, and England, where 
psychoanalysis and shock therapy were popular, the 
procedure was practically ignored, but in Italy it was 
received with more enthusiasm. At this same time 
Morel and Ody in Geneva reported the right frontal 
lobe resection for schizophrenia. They were influ- 
enced by Cushing’s statements: ‘The ‘defrontalized’ 
dement, deprived of one of the principal centers of 
psychic life, recovers his equilibrium at the price of 
intellectual impoverishment, but it is better for him 
to have a simplified intellect, capable of elementary 
acts, than an intellect where reigns the disorder of 
subtle syntheses. Society can accommodate itself to 
the most humble laborer, but it justifiably distrusts 
the mad thinker.’’1® 

In Bucharest, Bagdascar and Constantinesco re- 
ported a similar case. In neither of these was there 
any remarkable improvement. These cases represent 
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the last serious attempts to treat mental disorders with 
unilateral operations on the frontal lobes. 

Six months after Moniz first published his results, 
Freeman and Watts introduced lobotomy in the 
United States. In spite of emotional and rational criti- 
cism they persisted until prefrontal lobotomy became 
a recognized form of psychiatric therapy. One of the 
bitterest denunciations appeared after the operation 
had been taken up in other centers in this country. 

“Of recent years, a type of meddlesome surgery, 
originally instigated in Spain, has been introduced 
into this country, frontal lobotomy by name. 

“Lobotomy for frontal lobe malignant tumor we 
can understand, but by this extended lobotomy, one 
is supposed to be able to ‘pluck from the brain a 
hidden sorrow.’ It is claimed it can ameliorate or 
cure people suffering from obsessional and compul- 
sive neuroses, and even bring restitution to the more 
cyclical and obstinate disorder—manic-depressive de- 
pression. 

“If the cutting off of one set of frontal lobe associ- 
ation fibers is not sufficient, try cutting both sides, i.e., 
analogously, if cutting off one leg of a paraplegia 
does not cure the individual cut off both legs to see 
how that will work. 

"To us the whole procedure meant for the relief 
of a disorder of the personality is radically wrong. 
Its advocates overlook entirely the functions of the 
brain in the make up of the personality of the indi- 
vidual of which the frontal lobes are but a part, and 
phyletically speaking but a recent acquisition of the 
human nervous system. 

“The disorders mentioned for which there is claim 
of value are disorders of the entire personality, i.e., 
of the entire body, mental apparatus and all, and we 
recommend these aspirants for neurosurgical honors 
to read and digest Karl Menninger’s remarks on poly- 
surgical castration devices, not those of strictly phal- 
lic significance but those that maim and destroy the 
creative functions of a nonmutilated body. 

“In the name of Madame Roland who cried aloud 
concerning the many crimes committed in the cause 
of ‘liberty’ we would call the attention of these mu- 
tilating surgeons to the Hippocratic oath.’’>? 

The general group of persons who had the greatest 
difficulty accepting psychosurgery as a legitimate 
therapeutic measure were those with a strong psycho- 
analytic bias. In a discussion of a paper by Freeman 
and Watts, Brill made the following comments: “I 
cannot understand why such ideas (prefrontal loboto- 
my) are brought here, and much less the fantastic 
conclusions drawn from them by some of the dis- 
cussers. . . . I feel that there is absolutely no reason 
why we should be impressed by the seriousness of 
these presentations, in spite of the fact that I highly 
regard the readers. I know that they are seriously 
trying to contribute something to science, but what 
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they showed is nothing but interesting experimenta- 

Zilboorg referred to it as medical sadism. Kisker 
attributed this opposition to three basic types of mo- 
tivation: (1) it conflicts with one’s fundamental set ; 
(2) lack of understanding of neuro-structural and 
neuro-dynamic relationships and (3) (perhaps most 
inexcusable) insistence that the intact brain should 
not be tampered with at any cost. “This conception, 
which is at once mystical and emotional, is a tribute 
to the idea that the human body is somehow invio- 
late, and that it is sacrilegious to experiment upon it. 
Here, the objection approaches the blind dogma of 
religious conviction.’’31 

In 1941 the official position of the American Medi- 
cal Association was one of conservative neutrality. In 
an issue of the Journal containing a panel discussion 
of the subject, Fishbein editorialized that “in the 
present experimental stage” of the operation physi- 
cians should refrain from making public laudatory 
statements. ‘““No doctor can yet assert that this is or 
is not a truly worthwhile procedure. The ultimate 
decision must await the production of more scientific 
evidence.””18 

The following decade saw the adoption of surgery 
as therapy for mental disease by numerous hospitals 
in all sections of the country. With Fiamberti’s de- 
velopment of a transorbital technique and its popu- 
larization in the lay literature, the tendency was to- 
ward more and more liberal use of the operation. 
However, several serious and rather well-controlled 
studies have contributed toward standardization of 
indications. 

It is interesting to note that the first basic or gen- 
eral indication, or more precisely, consideration, that 
is almost universally accepted is identical to that men- 
tioned in Heinrich von Erpendora’s report from the 
13th century. That is, no patient should be subjected 
to surgical therapy unless he has not responded to 
all milder measures or unless it may be predicted 
that such milder measures will fail. The original ob- 
servations of Moniz seem to have been largely con- 
firmed over the past two decades, in that disturbed 
or agitated patients respond to psychosurgery better 
than those whose behavioral changes are not so 
marked. As a corollary to this, one may state that if 
the emotional component in the psychosis has sub- 
sided to the point where deterioration is evident, the 
likelihood of a successful result is remote. As a gen- 
eral rule, the more severe the disturbances of be- 
havior, the more profound will be the alteration of 
the patient as a result of the operation. 

Age is a relatively unimportant factor. Modern 
surgical techniques have decreased the hazard of 
the operating room to such a point that the same 
general considerations ire used for both young 
and old—whether the contemplated procedure offers 
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a good chance of relief with minimal risk of com- 
plications and whether the particular individual is 
in sufficiently good physical condition to withstand 
the procedure. Usually the older patient will respond 
better because he is better able to maintain himself 
in his social environment. Duration of disease is also 
relatively unimportant, provided the emotional com- 
ponent remains severe. 

Original intellectual endowment of a high order is 
indicative of a favorable prognosis, but even more 
important is a reasonable modicum of energy in the 
personality. Lack of this latter factor probably con- 
tributes largely to occasional appearance of post- 
operative lethargy or apathy. Structuralization of the 
psychosis or neurosis, i.e., the development of fixed 
and constant behavioral patterns, usually renders 
necessary a more extensive operation. 

Most writers in the field feel that the procedure 
should be performed only on the recommendation of 
a psychiatrist, since psychiatric diagnosis and evalua- 
tion should be the determining factors. This mode 
of therapy is not confined to any one psychiatric diag- 
nostic category, but, depending on the behavioral or 
affective manifestation of the disease, it may be effec- 
tive in most if not all types. The patient who re- 
sponds most satisfactorily to surgery of the brain is 
the “pseudoneurotic schizophrenic.” The acutely and 
continually agitated, highly pseudoneurotic patient 
with obsessive and schizoid traits who has not re- 
sponded to years of psychotherapy usually does well 
after psychosurgery. Chronic alcoholics or psycho- 
pathic patients generally respond poorly. Pool is also 
inclined to refuse operation in the markedly agressive 
individual whose agressive behavior is a part of his 
basic personality makeup, no matter how clamorous 
the patient, because of the frequency with which 
these patients express their aggression postoperatively 
in asocial or anti-social acts. 

Organic disease of the brain is not a contraindica- 
tion, per se, since the symptomatology of these pa- 
tients is often strikingly benefitted by lobotomy. It 
must be remembered that the surgical “‘treatment’’ 
of mental disorders is undertaken for the relief of 
symptoms, and there is no good evidence at this time 
that the basic disease processes are essentially altered. 
But since external manifestations of the disease are 
so often improved, psychosurgery has a great deal to 
offer the patient whose organic damage is displayed 
in behavioral changes. It is through similar reasoning 
that one may understand why hypochondriacal com- 
plaints are overcome so easily, for here the symptoms 
are of the type that usually disappear after psycho- 
surgery. 

Moral issues involved in psychosurgery are difficult 
to resolve and, indeed, have provided a basis for some 
of the sharpest attacks on its use. Of recent years the 
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tenor of the criticism of various moralists has been 
that of a plea for conservatism, not a condemnation 
of the procedure. 

‘.. . in considering the well-being of the patient, 
one must consider the complete picture, the whole 
scale of values, and not merely one aspect. Thus a 
procedure which alleviates pain is a benefit to the 
patient ; so too is a procedure which relieves the symp- 
toms of mental illness. Yet, if such benefits are at- 
tained only at the expense of what is higher and 
nobler in man, his power to act as an intelligent and 
free being, then the law of ascending values is vio- 
lated and the procedure is morally objectionable. This 
is by no mean a condemnation of psychosurgery, 
though I think it may be interpreted as a caution that 
psychosurgery, like other forms of surgery, is subject 
to the law that places the total well-being of the 
patient as a person above any particular benefit to 
the patient, as well as above any advancement in 
medical science which is obtained through treating 
the patient.’’3° 

Results of psychosurgery are difficult to summarize 
briefly. Figures published in numerous series vary, 
and to the psychiatric observer do not reflect a thor- 
ough consideration of the psychiatric implications of 
the operation or evaluation of the basic disease pro- 
cess. The positive features of the personality changes 
include an enormous reduction of tension, fear, worry, 
combativeness, obsessiveness, and agitation, with a 
turn of attention outward and less preoccupation with 
morbid inner trends. On the negative side may be 
listed, in many persons, reduction of depth and com- 
plexity of feeling as well as drive for leadership, 
strong sympathies, and altruistic involvements. Con- 
vulsive seizures continue to be the chief complication 
with apathy, blunting or loss of initiative being fur- 
ther complications in patients receiving wide section. 

Since the origins of human society, mental disease 
has been a problem confronting the healers of the 
race. The use of surgical techniques in therapy has 
been traced through the centuries. Modern psycho- 
surgery had its inception with the work of Egas 
Moniz in 1935, but he was preceded and followed by 
many other contributors. The validity of this form of 
therapy seems to have been established, although con- 
temporary medicine is still not in full agreement on 
the indications for its use or the basic processes by 
which it works. 
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BOOK REVIEW 


Differential Diagnosis: The Interpretation of Clini- 
cal Evidence. By A. McGehee Harvey, M.D., and 
James Bordley, Ill, M.D. Published by W. B. Saun- 
ders Company, Philadelphia. 665 pages. Price $11. 


This consists of 90 specially chosen cases from a 
large series of clinical-pathological conferences, care- 
fully condensed clinical histories, physical examina- 
tions, and clinical notes, with autopsy findings re- 
stricted sharply to relevant facts. Then lengthy de- 
taiied x-ray reports and great lists of laboratory find- 
ings so often noted in clinical-pathological confer- 
ence reports are pleasingly reduced to facts pertinent 
to the diagnosis of the case at hand. 

Throughout this great list of cases covering well 
the entire field of diagnosis, there is present a delight- 
ful logic and deduction in arriving at the diagnoses. 
In a day when we have become entirely too mechani- 
cal in attempting our diagnoses, this is a refreshing 
introduction of reasoning replacing guessing. In 


every instance the facts are collected and then care- 
fully analyzed. 

This well-printed, entertainingly written, and fac- 
tually sound differential diagnosis finds one loathe to 
lay it aside as you join in the pleasant debate as to 
“just what was wrong with this patient.” If you wish 
to sharpen your diagnostic ability, while playing a 
pleasant game of ‘what could it be,” you will find 
this a most rewarding addition to your library — 
E. H.H. 


Smith, Kline and French Laboratories, Philadel- 
phia, received one of four Albert Lasker medical 
journalism awards last month for ‘The March of 
Medicine” documentary film and live action series 
produced in 1955. 


Non-profit general hospitals, which care for the 
great majority of the acute short-term cases in the 
nation, spent $22.78 every day for each patient, ac- 
cording to the American Hospital Association's report 
for the year 1954. The average cost per patient stay 
in these hospitals in 1954 was $171. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE OR RENT--Brick building, ground floor of- 
fice, in excellent location for general practitioner. Formerly 
used by doctor who died recently. Clean, ready for use. Write 
the Journat 5-56. 

FOR SALE—Complete office furnishings and equipment in- 
cluding 100 M.A. Picker x-ray with spot film device, de- 
veloping tanks, etc.; L-F diathermy; Pelton Model HP-2 
autoclave; Beck-Lee Cardi-all; examining tables; proctoscopic 
table: proctoscope; surgical instruments, etc. Moving to join 
clinic group and must sell everything at once. Write the 
JourNAL 6-56, 

GENERAL PRACTITIONER WANTED—Large trade 
area 60 miles Wichita, 17 miles Winfield. Community will 
provide funds for small clinic and equipment. Former doctor 
deceased. Chamber of Commerce, Burden, Kansas. 


WANTED—Full time physician. Medical Service, Veterans 
Administration Hospital, Wichita, Kansas. Contact Director, 
Professional Services. 

WANTED—Physician to work as house physician in es- 
tablished private psychiatric hospital. Psychiatric training 
not necessary. Position requires living in the hospital, there- 
fore not exactly suitable for school age children. If interested, 
write G. Wilse Robinson, Jr., M.D., 2625 West Paseo, Kansas 
City 8, Mo. 

FOR QUICK SALE-—Nearly new white steel examining 
table, stool, adjustable light, waste hopper, hyfrecator, Dan- 
iels tonsillotome, eye magnet, obstetric calipers and_ stetho- 
scope, stainless steel scissors and forceps, enamel pans, 
glass jars, electric hemoglobinometer, blood sugar and sedi- 
mentation kits. Make offer. Write the JouRNAL 7-56. 

WANTED—Medical technician, registered, for office in 
central Kansas. Write the JouRNAL 8-56. 

OPENING FOR TWO RESIDENTS IN RADIOLOGY at 
University of Kansas Medical Center. Write G. M. Tice, 
M.D., University of Kansas Medical Center, 39th and Rain- 
bow, Kansas City 12, Kansas. 


Nationally advertised Surgical Supplies and Equipment for your convenience at 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 
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Only Meat 
Meat 


Suppose we suddenly found ourselves in a 
“Brave New World,” in which all the rich protein, the B 
vitamins (including the important B,.), the minerals, and 
all the other nutrients of a juicy steak or a succulent pork 
chop could be compressed into a capsule. Suppose we were 
to take one or two such capsules each day. What would 
happen? 

Would we be just as healthy? Would we 

be as happy? 


There is something about man’s wish for 
meat that cannot be satisfied by chemical or mathematical 
analyses. The feeling of satisfaction, the downright enjoy- 
ment of biting into and chewing, the pleasurable effect of 
having eaten well... all these make meat more than just 
an impressive list of essential nutrients. Long before man 
knew anything about the science of nutrition he knew meat 
was part and parcel of his health and his joy of eating and 
of living. 

Other foods may be fortified and enriched, 

but none can ever take the place of meat. 


Only meat is meat. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Salk Vaccine Supply 


Enough Salk polio vaccine to provide at least two 
doses each for 80,000,000 American children and 
expectant mothers will be produced this year by the 
five pharmaceutical manufacturers licensed to make 
it under strict governmental controls, according to a 
release issued last mor th by Health News Institute. 

It is estimated that about 52,000,000 persons are 
immediately available in the first priority for vaccina- 
tion this year, although there are 65,000,000 in the 
most susceptible group—children under 19 years of 
age and expectant mothers. The United States Public 
Health Service, through the Bureau of State Services, 
allocates the vaccine on the basis of population within 
priority groups. 

The National Advisory Committee on Polio Vac- 
cine has set up the following recommendations for 
distribution of vaccine during the 1956 “polio year,” 
which began on April 1: 

1. That states give priority to vaccination of chil- 
dren under 15 years and to expectant mothers until 
maximum coverage has been achieved. 

2. That the surgeon general of the U.S.P.HLS. 
allot vaccine in epidemic areas for research in the 
interest of evaluating efficiency of the vaccine under 
epidemic conditions. 


3. That local option prevail in states and munici- 
palities whether the second and third shots are given 
now or postponed, with resumption of the “ideal 
three-injection schedule” when supplies warrant. 


The Illinois State Medical Society, meeting recently 
in Chicago, unanimously approved a resolution urg- 
ing establishment of a National Library of Medicine 
in Chicago. A bill to move the library from Wash- 
ington to Chicago has been introduced in Congress. 


The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


THE SOUTHARD SCHOOL 


Intensive individual psychotherapy in a res- 
idential school, for children of elementary 
school age with emotional and behavior 
problems. 


J. Cotter Hirschberg, M.D., Director 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


THE MENNINGER 
CHILDREN’S CLINIC 


Outpatient psychiatric and neurologic 
evaluation and consultation for infants 
and children to eighteen years. 


Topeka, Kansas; Telephone 3-6494 


Red Tablet 2 
Extracts of Whole Bile (Equal parts Ox and 


Ketocholanic Acids (Oxidized or keto form of 
normally occurring bile acids containing ap- 
proximately 93% dehydrocholic acid) 

Methyl Cellulose 

Homatropine Methylbromide 

(in bottles of 100 and 100C tablets.) 


@ more effective... for a 
longer period of time 
@ specially coated to prevent 
gastric disturbance 
@ lower cost than most bile 
acid preparations that 
have only a single purpose 
SAMPLES AND LITERATURE ON REQUEST 
SUTLIFF & CASE CO., INC. 


Pharmaceutical Specialties 
PEORIA, ILLINOIS 


— 
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i | 
| Amore compiete gail bladéer regimen in a single tablet... 
2.5mg. 
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NOW AVAILABLE... 


a unique new antibiotie 

of major importance 
PROVED EFFECTIVE AGAINST 
SPECIFIC ORGANISMS 


(staphylococci and proteus) 
RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


(Crystalline Sodium Novobiocin, re) DIUM 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOxICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS— cellulitis, pyogenic derma- 

. toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis; including strains resistant to all other 
antibiotics. 


DOSAGE~four capsules (one gram) initially on.) 
and then two capsules (500 mg.) twice daily. 


SUPPLIED—250 mg. capsules of ‘CaTHOMY- ov Ine. 


cin’, bottles of 16. 


“‘CATHOMYCIN’ is a trademark of Merck & Co., Ine. 
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International Research Council Incorporated 


The first world-wide medical confraternity for the 
dissemination of knowledge concerning aphasias as- 
sociated with hemiplegia, the International Research 
Council, was incorporated recently. The aims of the 
council include establishment of a clearing house for 
information on the subject and the publication of a 
monthly Review-Bulletin. Information may be secured 
from Dr. Hamilton Cameron, 601 West 110th Street, 
New York 25, New York. 


After nearly 70 years of operating its own print- 
ing plant, the American Medical Association with- 
drew from that activity on July 1. The June 30 issue 
of the Journal of the American Medical Association 
was the last issue to roll off the Chicago press. Future 
issues will be printed by the McCall Corporation, 
Dayton, Ohio. A need for the space occupied by 
the printing department and the necessity of replac- 
ing old equipment contributed to the decision to 
make the change. 


Parke, Davis and Company, it was recently an- 
nounced in the Saturday Review, won the 1955 award 
for ‘distinguished advertising in the public interest.” 
More than 400 advertising campaigns in magazines 
were screened, and 105 survived for the final ballot- 
ing by 28 judges, educators, editors, publishers, re- 


search analysts, and advertising and public relations 
executives. The Parke, Davis and Company advertise- 
ments concerned the subject of physicians’ fees and 
advised a frank discussion between patient and doctor. 


By handicapping their victims without killing them, 
chronic diseases have come to constitute a huge finan- 
cial and emotional problem—ever increasing in size 
—which threatens to choke the medical economy of 
our communities. It is folly to regard them as solved 
medically until they have been eradicated. . . It is 
obvious that the most direct approach to the eradi- 
cation of tuberculosis is to prevent tubercle bacilli 
from reaching human beings.—Rene ]. Dubos, Ph.D., 
Nat. Tuberc. A. Tr., May, 1954. 


At this moment, it is exceedingly important that 
the decrease in the number of new cases of clinical 
tuberculosis evolving and the precipitous decline in 
mortality are not interpreted as the approach of im- 
mediate ultimate victory over tuberculosis. Such an 
interpretation could play into the hands of the tu- 
bercle bacillus, which could soon again become as 
widespread and destructive as it was in this country 
fifty years ago. The phenomenal success in reducing 
morbidity and mortality represents a battle less than 
half won against the tubercle bacillus—J. Arthur 
Myers, M.D., Journal-Lancet, April, 1955. 


It's Convenient to Buy 


KANOX 


High 


Purity 
Oxygen 


KANSAS OXYGEN INC. 


BX. 551, HUTCHINSON, KANS. 
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Now the RALPH CLINIC 


and eight years 


Treating Alcohol and Drug Addiction 


In 1897 Benjamin Burroughs 
Ralph., M.D., developed methods of 
treating alcohol and narcotic addic- 
tion that, by the standards of the time, 


were conspicuous for success. 


Twenty-five years ago expe- 
rience had bettered the methods. 


Today with the advantages of col- 


A Department of the 

Benjamin Burroughs 

Ralph Foundation for 
Medical Research 


RALPH CLINIC 


lateral medicine, treatment is markedly 


further improved. 


The Ralph Clinic provides per- 
sonalized care in a quiet, homelike 
atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emo- 
tional re-education. Cooperation with 


referring physicians. Write or phone. 


Formerly The Ralph Sanitarium 


Ralph Emerson Duncan, M.D., Medical Director. 


529 HIGHLAND AVENUE ® 


KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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NEW Potent Ataraxic 


HYDROCHLORIDE 


Promazine Hydrochloride 


10-(-y-dimethylamino-n-propyi)-phenothiazine hydrochloride 


INDICATIONS: 

@ The acute alcoholic!:2—delirium tre- 
mens, acute hallucinosis, tremulousness 

@ The acute psychotic!—acute excita- 
tion due to various psychoses 

@ The drug addict!—withdrawal syn- 
drome: nausea, vomiting, muscle and 
bone pains, abdominal cramps, gen- 
eral malaise 


FINDINGS: 

“The drug...is effective in... maintain- 
ing these subjects in a quiescent detached 
state.... Complications such as jaundice, 
... dermatitis, edema, lactation, basal 
ganglion disturbances, or depression were 
not observed during these studies.””! 


As with any new and potent agent, it is well to be fully 
informed on the precautions of use and the possibility 
of side-effects. Before prescribing SPARINE, the physi- 
cian should consult the direction circular. 


For intravenous, intramuscular, or oral 
administration. 
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: for Tne 
EMOTIONAL DETACHMENT 
: 
bottles of . and 500; 20Q 
per Ils of 2 and 10 cc 
1:46 ( ay 5) 1956. 2. Mitchell 
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Trasentine- 


integrated relief... TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 
CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia ae 


One out of three who died of cancer 
last year could have been saved! 


To alert the practicing physician to suspect and diagnose cancer early — 
the American Cancer Society has available for you a film series of 
Physicians’ Conferences on Cancer. 


*Kinescopes of live, color, closed-circuit television programs,on 
early diagnosis and treatment of cancer, present outstanding clinicians. 


These 24 film programs — the nucleus of a course on cancer for the 
General Practitioner — cover virtually all cancer sites and types. 
They center around panel discussions, laboratory techniques, case 
histories, x-ray findings, histopathology, statistical data, 

and operative procedures. 


Professional Films and services available to the doctor in his own 
community may be obtained through your Division of the 


American Cancer Society 


® APPROVED BY THE AMERICAN ACADEMY OF GENERAL PRACTICE FOR INFORMAL STUDY CREDIT (16 MM COLOR SOUND FILMS. RUNNING TIME 30-50 MINUTES) 
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organomercurial diuretics 


“..permit ingestion of 
enough salt to make food 


palatable; without them, 


many patients would lose POLIOMYELITIS 


their appetites, a conse- IMMUNE GLOBULIN 
(human) 


quence of the salt-free diet 
which has occasionally been 


known to cause serious 


For the modification of 
Inutrition. 

mainutrition. measles and the prevention 

or attenuation of infectious 


* Modell, W.: The Relief of Symptoms, Phil- hepatitis and poliomyelitis. 
adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 
LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK 


a good buy in 
public relations 


... place 
today’s health 


in your reception room 
AUTHENTIC 
MAGAZINE Give your order to a member of your local Medical 
: Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN °* CHICAGO 10 j 
ECIA Please enter (J, or renew [, my subscription for the 
ICE RATES FOR - period checked below: 
PHYSICIANS, 
TS, INTERNS STREET. 
CITY ZONE—_STATE 


CREDIT WOMAN'S AUXILIARY OF COUNTY 


04 YEARS...$8.90 $4.00 []2 YEARS... $5.90 $2.50 
O13 YEARS...$9.50 $3.25 YEAR .... $1.50 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs : 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


With us 


policyholders are in less jeopardy 
from malpractice claims and suits 
today 
than they have been 
for the past thirty years 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
5645 
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Medical and Surgical Supplies 
for Doctors of Medicine 
and Hospitals 


Munns Medical Supply Co. 


512 Kansas Avenue 
Topeka, Kansas 


PATENTED ARCH SUPPORT CONSTRUC- 
TION — WiDE STEEL SHANK IMBEDDED 
IN PLASTIC COMPOUND * 


@ Insole extension and wedge at inner corner of 
heel where support is most needed. 

¥ The patented arch support construction is guaran- 
teed not to break down. 

® Innersoles guaranteed not to crack or collapse. 

@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

®@ Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchroniging the Shoe with the Foot."' 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe C 


Denver, Colorado 


3rd ANNUAL CLINICS 
AUGUST 2, 3, 4, 1956 


A practical approach to general medicine 
and surgery in private practice today. 


For detailed program 

and reservations, write 

Mrs. Hogue, 1818 Humboldt St. 
Denver, Colorado 


Approved for 
credit by 
the American 
Academy of 
General 
Practice. 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 
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Surgical Supports, Deformity 
Braces, Trusses, Polio Splints, 
Elastic Hose 


Wheel Chairs—Hospital Beds—Invalid Walk- 
ers—Sick Room Equipment 


* PETRO'S SURGICAL AND x 
ORTHOPEDIC APPLIANCES 


618-20 Quincy Topeka, Kans. Phone 40207 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


patients 
with moderately 
severe and severe 
cardiac failure, 
neohydrin 
is the oral diuretic 


of choice.’’* 


*Moyer, J. H., and others: 
J. Chronic Dis. 2:670, 1955. 
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Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


SECLUSION MATERNITY 
FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


Private sanitarium with 
ne certified obstetrician in 
charge. Folder fully de- 
Write for information _ scribing services, FREE 
on request. rly en- 
HELEN AMOS trance advised. 

4911 East 27th St. Rates reasonable. In 
Kansas City, Mo. certain cases work given 

Phone: WA. 3-3577. to reduce expenses. 


The Merchants 
Finance Corporation, Inc. 
Announces: 


A service to aid physicians and hospitals 
to rapidly liquidate slow-paying and past-due 
accounts at a very low cost. 


We go beyond the conventionalized method 
and offer the debtors a constructive plan to 
discharge their debts. You are invited to 
participate in its benefits. 


Full Details Readily Supplied 


Merchants Finance Corporation, Inc. 
Bennett Bldg., Ottawa, Kansas 
A Kansas Corporation 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness as well as benefits for hospital ex- 
penses for you and all your eligible dependents. 


PHYSICIANS” 
SURGEONS: 
DENTISTS. 


: $4,500,000 ASSETS 
$23,800,000 PAID FOR BENEFITS 
SINCE ORGANIZATION 
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Opening | 

for Two Residents in | 
Radiology | 

Write G. M. Tice, M.D. | 
Department of Radiology 


University of Kansas Medical Center |, 
Kansas City 12, Kansas 


| 
H 
| 
of RELIABLE PROTECTION 
SINCE 
1902 
| 
i! 


for results you can trust.. 


| ‘patients’ reports you can rely on 


BRAND 


avoids trace reactions that 
he clinical picture 


COMPANY, INC:+ ELKHART, INDIANA 
es Company of Canada, Ltd., Toronto | 
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ith the Laboratory-Controlled colorscale 
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confuse | 

close correlation with | tative tests. _ 
ith quantitative tests 


announcing ..» 


a new agent for treatment of 


metabolic insufficiency 


Because it exerts its metabolic effect directly at the cel- 
lular level, ‘Cytomel’ offers the first positive treatment 
for the many clinical problems caused by metabolic in- 
sufficiency—such as physical sluggishness, slowed-down 
mental capacity and decreased emotional control, and 
decreased function in various organs and organ systems. 


‘Cytomel’ works swiftly—a positive effect will often be 
seen within several days in patients suffering from meta- 
bolic insufficiency. 
Trademark for 
‘Cytomel’ Tablets are available in two strengths: 
5 mcg. and 25 meg. of t-triiodothyronine, S.K.F., as 
the sodium salt. In bottles of 100. 


L-triiodothyronine, S.K.F. 


Smith, Kline & French Laboratories, Philadelphia 
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